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INTRODUCTION 


The  objective  of  this  study  is  to  estimate  and  compare  the  prevalence  of  intimate  partner  abuse  and  its 
health  consequences  in  a  population  of  civilian  and  military  women. 

BODY 

The  prevalence  rate  of  partner  abuse  in  a  sample  of  Kaiser  Permanente  women  enrollees  living  in  the 
Washington  DC  area  will  be  compared  to  a  sample  of  active  duty  women  living  in  the  same  geographic 
area.  Health  consequences  and  medical  utilization  will  also  be  examined  and  compared  between  a 
subset  of  controls  (never  abused)  and  cases  (abused  at  least  once  since  1989)  within  the  civilian  and 
military  samples.  The  specific  aims  for  the  study  are  as  follows: 

#1:  To  determine  and  compare  the  life  time  and  annual  prevalence  of  intimate  partner 
abuse  against  women,  including  emotional,  sexual  and  physical  abuse,  in  a  sample  of  military 
women  and  HMO  enrollees  and  the  relationship  of  this  victimization  to  selected  demographic 
factors. 

#2:  To  determine  and  compare  the  medical  care  utilization  patterns  and  costs  of  care 
for  adult  military  and  civilian  women  who  are  abused  (cases)  relative  to  the  same  in  non-abused 
women  (controls)  over  a  three  year  period. 

#3:  To  determine  to  what  extent  a  history  of  intimate  partner  abuse  is  a  risk  factor  for 
other  medical  conditions  and  symptoms,  including:  a)  injuries  and  their  medical  sequelae;  b) 
STD's/HIV;  c)  abnormal  pap  smears,  PID,  hysterectomies,  and  other  gynecological  problems;  d) 
pregnancy-related  problems;  e)  cardiovascular  disease,  including  hypertension;  f)  irritable  bowel 
syndrome  and  other  stress  related  disorders;  g)  neurological  disorders;  h)  problems  with  alcohol 
and  other  drugs;  i)  depression;  and  j)  post  traumatic  stress  disorder. 

#4:  To  compare  military  and  civilian  women's  reported  medical  conditions  with  those 
documented  in  the  medical  chart  and  examine  the  extent  to  which  the  correspondence  between 
the  two  varies  between  cases  and  controls  and  between  military  and  civilian  women. 

#5:  To  determine  the  percentage  of  military  women  not  disclosing  abuse  to  health  care 
providers  because  of  mandatory  reporting  regulations  in  military  health  care  settings,  and  to 
compare  health  outcomes  (including  trauma)  of  those  abused  military  women  who  disclosed 
abuse  and  those  who  did  not. 

#6:  To  assess  and  compare  abused  and  not  abused  military  and  civilian  women's 
preferences  for,  experiences  with,  and  concerns  about  health  care  provider  policies  on  domestic 
violence  screening  and  reporting. 

#7;  To  provide  workshops  for  military  and  civilian  primary  care  personnel  including 
identification  and  interventions  for  intimate  partner  abuse  and  dissemination  of  study  results. 

Progress:  Data  collection  pertinent  to  all  study  objectives  has  been  met  for  both  the  active  duty 
military  and  civilian  population.  During  the  last  year,  survey  data  was  collected  from  616  active 
duty  military  women.  As  well  as  the  prior  article  (1999)  published  in  Women’s  Health  Issues  on 
prevalence  and  risk  factors  for  abuse  among  the  civilian  women,  an  article  on  domestic  violence 
screening  opinions  and  policy  preferences  of  civilian  women  who  participated  in  the  in-depth 
interview  (202  cases  and  240  controls)  was  published  in  the  American  Journal  of  Preventative 
Medicine  (Appendix  2,  Publications,  Specific  Aim  6),  and  a  manuscript  on  the  health  care 
consequences  of  intimate  partner  violence  (IPV)  amongst  the  civilian  women  has  been 
submitted  for  publication  to  Archives  of  Internal  Medicine  (Appendix  2,  Publications,  Specific 
Aim  3).  In  addition,  the  manuscripts  “Health  Status  and  Medical  Utilization  of  Services  Among 
African  American  Domestic  Violence  Survivors  and  Control  Members  of  an  HMO,’’,  “Mental 
Health  Consequences  of  Intimate  Partner  Violence,”  and  “Substance  Abuse  Among  HMO 
Member  Survivors  of  Domestic  Violence,”  (all  Specific  Aim  3)  have  been  completed  and  will  be 


4 


»  '» 


submitted  by  7/1/01,  and  “Prevalence  of  Domestic  Violence  in  Active  Duty  Military  Women” 
(Specific  Aim  1 )  is  underway.  Also  planned  are  (3  total)  manuscripts  on  mandatory  reporting  in 
the  military  (Specific  Aims  5  &  6),  health  care  consequences  of  IPV  in  the  military,  and  health 
care  costs  in  both  military  and  civilian  populations. 

Our  response  rate  among  the  active  duty  military  women  was  extremely  low,  undoubtedly 
related  to  the  long  complex  consent  process  and  lack  of  promise  of  confidentiality  from 
commanding  officers,  required  by  the  military  Institutional  Review  Boards.  Many  active  duty 
military  women  called  or  wrote  us  to  make  note  of  these  issues,  and  we  would  highly 
recommend  that  the  military  consider  this  lack  of  confidentiality  before  funding  additional  studies 
on  domestic  violence.  We  decided,  therefore,  to  conduct  the  long  form  interviews  on  all  active 
duty  military  women  and  implement  our  case  -  control  analysis  on  those  ever  physically  and/or 
sexually  abused  in  comparison  to  those  never  abused  (comparable  to  the  civilian  women). 
Preliminary  analysis  of  the  data  has  been  completed  and  the  more  complex  weighted  analyses 
underway.  For  the  military  cost  analysis,  we  had  planned  to  use  the  forthcoming  DoD 
computerized  medical  record  system  which  we  had  been  told  at  the  time  of  proposal  submission 
by  our  military  co-investigator  would  be  ready  when  we  needed  it  for  analysis  (one  of  the 
reasons  for  conducting  the  civilian  part  of  the  study  first).  We  unfortunately  found  the  military 
system  not  yet  well  enough  systematized  in  2000  to  extract  the  records  we  need,  and  costs 
were  not  included.  We  then  tried  a  hand  abstraction  of  the  medical  records  of  the  active  duty 
military  women  but  found  the  process  incredibly  complex  and  labor  intensive,  since  the  majority 
of  women  keep  their  own  records,  live  in  a  spread  out  area  and  were  frequently  deployed 
elsewhere  when  we  tried  to  contact  them.  We  will  therefore  estimate  costs  from  the  interview 
data. 

To  date.  Dr.  Campbell  has  conducted  one  workshop  for  primary  care  physicians  and  nurses  at 
the  Gaithersburg  HMO  medical  facility.  This  workshop  focused  on  the  nature  of  domestic 
violence,  how  to  create  a  climate  that  supports  patient  disclosure  in  a  primary  setting  and  how  to 
respond  to  disclosures.  She  is  also  a  regular  faculty  in  the  FAST  training  on  family  violence  and 
incorporates  the  findings  of  this  study  in  her  presentations.  Since  funding,  she  has  conducted 
10  FAST  trainings  in  San  Antonio,  Texas  and  Germany.  She  has  also  been  appointed  to  the 
Congressionally  appointed  Department  of  Defense  Task  Force  on  Domestic  Violence  and  has 
used  the  findings  of  this  study  to  inform  deliberations  of  the  Task  Force.  She  will  make  a  formal 
presentation  of  these  findings  when  all  analysis  is  complete  at  the  August,  2001  meeting.  There 
have  been  a  total  of  6  presentations  of  the  HMO  data  analysis  at  research  (either  women’s 
health  or  violence  conferences)  with  one  more  accepted  for  this  summer  at  the  University  of 
New  Hampshire  Family  Violence  Conference  on  the  substance  abuse  data.  We  have  not  yet 
submitted  any  of  the  active  duty  military  analysis  for  presentation  but  will  be  doing  so  within  the 
next  year. 

Timeline:  The  project  is  within  budget,  and  final  accounting  is  being  submitted.  However,  data 

collection  was  prolonged  due  to  the  extension  of  the  recruitment  phase  of  the  project 
for  both  civilian  and  military  women.  Medical  records  review  and  cost  data  were 
collected  after  the  survey  of  HMO  women  was  completed  in  Fall  1999.  Active  Duty 
military  women  were  surveyed  from  January  2000  through  January  2001 .  The 
survey  research  firm  contracted  to  conduct  the  surveys  underwent  a  major  change  in 
management  and  reduction  in  personnel  in  February  2000.  Due  to  unsatisfactory 
performance,  their  contract  was  terminated.  The  remaining  active  duty  military 
women  were  interviewed  by  Johns  Hopkins  University  School  of  Nursing  personnel 
(a  PhD  Candidate  in  the  School  of  Public  Health  and  a  premed  public  health  major 
from  the  undergraduate  program  at  JHU)  hired  and  trained  specifically  for  that 
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purpose.  Due  to  the  prolongation  of  the  survey  data  collection  period,  all  analyses 
was  delayed  by  about  one  year,  but  is  now  close  to  being  completed.  Completion  of 
all  data  analysis  is  projected  for  8/1/01  with  submission  of  ail  manuscripts  by  9/1/01. 


The  protocol  was  carried  out  successfully  with  two  major  modifications  made  to  the 
recruitment  of  study  participants.  Originally,  one  recruitment  interview  session  was 
scheduled  for  women  enrolled  at  Kaiser  Permanente’s  North  Capitol  and 
Gaithersburg  medical  facilities.  However,  expansion  of  the  study  to  women  enrolled 
in  3  additional  medical  facilities  (Largo,  Kensington,  and  Springfield  Kaiser  HMO’s) 
was  necessary  to  overcome  a  lower  than  expected  response  rate  amongst  the 
civilian  women.  The  second  recruitment  and  interview  phase  was  performed  one 
year  later.  Our  overall  response  rate  of  1 2%  to  our  letters  of  invitation  in  the  civilian 
was  average  for  mail  responses,  although  lower  than  our  overly  optimistic  projected 
rate.  We  also  encountered  a  lower  than  expected  response  rate  among  the  active 
duty  military  women  as  explained  above  as  well  as  the  change  in  interviewers.  We 
therefore  used  the  long  interview  for  all  active  duty  military  women.  All  other 
interview  procedures  remained  the  same.  Change  to  the  cost  analysis  procedures 
are  outlined  above. 


No  changes  were  made  to  the  recruitment  materials  or  survey  instruments. 


No  subjects  are  currently  enrolled  In  study.  This  study  design  comprised  a  cross- 
sectional  screening  of  2005  women  enrollees  of  Kaiser  Permanente  for  partner 
abuse.  Cases  (202)  and  controls  (240)  were  a  subset  of  the  surveyed  women.  They 
agreed  to  participate  in  a  longer  more  in-depth  interview,  which  followed  the  initial 
portion  of  the  survey.  Active  duty  military  women  were  recruited  from  the  Bethesda 
Medical  Center  Triservice  (DMAD)  roster.  616  women  returned  signed  consent 
forms  and  were  interviewed  (see  details  below).  Names  and  contact  Information  of 
all  study  participants  have  been  destroyed  and  purged  from  the  data  files. 


The  full  interview  completion  rate  report  for  the  civilian  sample  was  submitted  with 
the  2000  annual  report.  Briefly,  17,444  civilian  HMO  women  received  the  letter  of 
invitation  to  join  the  study,  with  2535  (14.5%)  responding,  agreeing  to  be  called  for 
study  participation.  447  (17.6%)  of  the  2535  were  not  reachable  by  phone,  64 
(2.5%)  refused  to  participate  at  the  point  of  telephone  contact  and  oral  administration 
of  the  consent  process,  and  12  women  (<1%)  refused  to  complete  the  Interview  after 
it  had  begun.  An  additional  7  (<1  %)  women  were  lost  because  they  were  no  longer 
HMO  members.  There  was  thus  an  overall  survey  sample  size  of  2005  (78%  of 
2535)  civilian  women,  with  442  (202  cases  and  240  controls)  interviewed  in  depth. 
Overall,  16,540  active  duty  military  women  were  sent  letters  introducing  the  study. 
1830  of  those  women  gave  initial  consent  by  requesting  full  consent  forms. 

Reminder  post  cards  were  sent  to  the  other  14,710  women,  yielding  349  additional 
consent  form  requests  for  a  total  of  2179  subjects  who  Indicated  initial  consent  for 
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the  study.  This  is  a  13.2%  response  rate,  very  similar  to  the  11.5%  overall  response 
rate  of  the  civilian  sample.  However,  only  779  (36%)  of  the  active  duty  military 
women  receiving  the  long  (4  page)  consent  form  with  the  required  statement  saying 
that  the  study  results  might  become  part  of  her  medical  record  and  could  be 
reviewed  by  woman’s  commanding  officer,  actually  returned  signed  consent  forms. 
616  (79%)  were  reached  and  completed  full  interviews,  a  similar  completion  rate  as 
for  the  civilian  sample  (78%  of  those  consenting).  All  of  the  consenting  active  duty 
military  women  who  were  not  actually  interviewed  were  not  reachable  by  phone; 
either  because  they  had  been  deployed  overseas,  transferred  to  an  unknown 
location,  or  had  left  the  military.  Therefore,  the  overall  response  rate  of  the  military 
sample  was  only  3.72%.  However,  the  major  difference  between  the  civilian  and 
military  samples  was  the  two  stage  consent  process  with  the  long  consent  form  and 
lack  of  assurance  of  full  confidentiality  for  the  active  duty  military  women.  This  was 
the  step  that  caused  the  lower  response  rate  among  the  active  duty  military  women 
which  also  resulted  in  a  lower  overall  sample  size  for  prevalence  estimates  and  risk 
factor  analysis  (See  Appendix  1  for  full  military  recruitment  report). 


Study  has  been  completed. 


There  was  a  lower  than  expected  response  to  the  recruitment  letters  in  the  civilian 
and  the  active  duty  military  populations.  In  the  civilian  population,  the  problem  was 
resolved  by  expansion  of  the  study  to  other  Kaiser  Permanente  medical  facilities. 
There  were  no  problems  with  the  data  collection  of  medical  records  and  health  care 
costs  for  our  civilian  cases  and  controls.  Our  other  major  problem  was  the  lower 
than  expected  consent  rate  amongst  the  active  duty  military  women  as  detailed 
above.  This  necessitated  full  interviews  of  all  military  women  and  a  lower  than 
expected  sample  size  amongst  the  military  women.  However,  616  women  were 
successfully  interviewed  and  there  were  sufficient  women  who  were  the  victims  of 
IPV  while  in  the  military  (N  =  135)  to  conduct  a  case  control  analysis  with  sufficient 
power. 


No  unforeseen  problems  compromising  the  safety  of  participants  had  occurred.  All 
interviewers  were  trained  in  safety  and  sensitivity  protocol  with  respect  to  domestic 
violence  issues. 
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KEY  RESEARCH  ACCOMPLISHMENTS 

Findings:  Life  time  prevalence  of  intimate  partner  violence  (IPV)  (physical  and/or  sexual 

assault)  of  the  civilian  women  was  reported  at  35.5%  with  an  additional  117  women 
reporting  emotional  abuse  and/or  stalking  for  a  lifetime  prevalence  of  any  abuse  of 
44.3%  (See  Table  1  and  Figure  1).  Both  lifetime  IPV  (29.9%)  and  lifetime  any  abuse 
(38.8%)  in  the  military  population  was  slightly  lower  but  very  similar.  Importantly, 
21.6%  of  the  active  duty  military  women  reported  physical  and/or  sexual  assault  and 
36.4%  reported  any  abuse  from  an  intimate  partner  while  they  were  in  the  military. 

A  much  smaller  proportion  (4.5%)  of  the  HMO  sample  reported  physical  and/or 
sexual  assault  in  past  two  years.  Amongst  active  duty  military  women,  the 
prevalence  of  past  year  prevalence  was  only  .5%,  a  low  disclosure  we  feel 
undoubtedly  related  to  the  lack  of  confidentiality.  The  other  major  findings  are 
summarized  below: 

•  The  demographic  profile  of  the  civilian  women  was  somewhat  different  from 
the  military  women  in  spite  of  their  being  from  the  same  geographic  area,  with 
the  military  women  being  slightly  younger,  more  likely  to  be  white  (rather  than 
African  American  -  47%  of  civilian  women  vs.  16%  of  military  women),  with 
more  education  and  fewer  children  but  /ower family  income  levels.  (See  Table 
2  )  (Note:  the  demographic  profile  of  the  civilian  population  was  similar  to  the 
military  in  terms  of  ethnicity  and  employment;  therefore,  a  smaller  proportion 
of  African  American  active  duty  military  than  civilian  women  consented  to 
take  part  in  the  study). 

•  When  controlling  for  other  socio-demographic  variables  in  the  civilian  sample: 
women  between  21  to  29  years  old  and  40  to  49  years  old  were  70%  more 
likely  to  have  been  abused  by  an  intimate  partner  than  women  in  other 

age  groups  (P  <  .01).  Age  group  was  not  a  risk  factor  for  the  military  women. 

Civilian  college  educated  women  were  50%  less  likely  to  be  abused  (P<  .001) 
College  education  was  also  significantly  protective  from  abuse  for  the  active 
duty  military  women. 

Civilian  divorced  or  separated  women  were  2)4  times  more  likely  to 
experience  abuse  and  widows  are  4  times  more  likely  (P  <  .001 ).  For  the 
military  women,  being  separated,  divorced  or  widowed  was  also  significantly 
associated  with  intimate  partner  violence. 

For  both  groups  of  women,  income  was  also  associated  with  abuse,  with  a 
family  income  less  than  $30,000  a  year,  however,  this  association 
disappeared  in  multivariate  analysis  in  the  civilian  sample.  Being  enlisted 
(rather  than  an  officer)  associated  with  intimate  partner  violence  (IPV)  in  the 
active  duty  military  women.  Also  having  3  or  more  children  was  associated 
with  IPV  for  the  military  women,  and  having  no  children  was  protective,  while 
there  was  no  association  for  the  civilian  women. 

•  For  both  groups  of  women  being  African  American  was  associated  with  an 
increased  risk  of  lifetime  physical  and/or  sexual  assault.  However,  this 
association  decreased  in  the  multivariate  analysis  and  acted  in  the  opposite 
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direction  for  abuse  during  military  service  (Table  3).  African  American 
women  (or  at  least  those  who  consented  to  be  part  of  the  study)  were 
significantly  less  likely  to  be  abused  during  military  service  than  were  white 
women. 

•  In  both  civilian  and  military  populations,  the  various  forms  of  abuse  (physical, 
sexual  and  emotional)  tend  to  overlap.  A  ven  diagram  demonstrating  this  overlap 
amongst  the  military  women  is  presented  in  Figure  2.  As  can  be  seen,  amongst 
active  duty  military  (as  well  as  civilian)  women,  the  majority  of  physically  abused 
women  are  also  emotionally  abused,  and  amongst  the  physically  abused  women, 
approximately  half  are  also  sexually  abused. 

Highlights  of  results  from  the  analysis  of  health  policy  preferences  of  civilian  and 
military  cases  and  controls  are  as  follows: 

•  In  the  civilian  population,  more  than  one-half  (54%)  of  abused  (cases)  and 
nearly  one-half  of  non-abused  women  (controls)  felt  that  managed  care 
providers  should  routinely  screen  all  women  for  intimate  partner  violence  at 
every  visit.  After  controlling  for  sociodemographics,  the  following  differences 
between  cases  and  controls  were  found: 

1 )  Abused  women  were  1 .5  times  more  likely  to  support  routine  screening 
than  non-abused  women. 

2)  Nearly  100%  of  both  abused  and  not  abused  civilian  women  would  be 
glad  someone  took  an  interest. 

3)  Eighty-five  percent  of  civilian  women  (abused  and  not)  said  it  would  make 
it  easier  for  abused  women  to  get  help  if  women  were  routinely  screened. 

4)  In  spite  of  their  overall  support  for  the  practice,  nearly  one  half  of  both 
cases  and  controls  in  the  civilian  population  (48%)  would  be  embarrassed 
if  managed  care  providers  routinely  screened  for  abuse. 

5)  Only  a  few  (11%  of  both  groups)  women  thought  that  women  might  lose 
their  health  insurance  if  they  were  routinely  screened  for  abuse. 

6)  40%  of  abused  women  thought  reporting  abuse  to  the  police  would  put 
them  at  more  risk  for  abuse  by  their  partner. 

7)  Significantly  more  abused  than  not  abused  women  thought  it  should  be 
up  to  the  woman  whether  or  not  the  police  were  notified  about  abuse. 

•  An  even  greater  majority  of  active  duty  military  women  also  supported  routine 
screening  for  IPV  by  military  health  care  personnel  with  61.7%  of  those  ever 
abused  expressing  the  strongest  support,  62%  of  those  physically  and/or 
sexually  abused  also  supporting  routine  screening  and  53%  of  those  never 
abused  supporting  the  practice.  Other  important  findings  regarding  screening 
and  reporting  amongst  military  women  are  as  follows: 

•  Only  about  a  third  of  both  groups  (abused  and  not)  were  concerned  about 
women  not  abused  being  insulted,  but  about  60%  of  both  groups  were 
concerned  about  embarrassment  with  routine  screening.  65%  of  abused 
women  were  concerned  that  abused  women  would  be  put  at  risk  from 
routine  screening,  but  almost  half  of  abused  women  said  they  would  be 
glad  someone  took  an  interest. 

•  The  majority  of  both  abused  and  not  abused  women  thought  that 
mandatory  reporting  to  the  military  police  would  make  it  easier  for  women 
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to  get  help  and  that  they  would  like  having  someone  else  be  responsible 
for  calling  the  police.  At  the  same  time,  close  to  50%  of  both  groups 
thought  women  resented  losing  control  of  when  to  call  the  police.  Active 
duty  military  women  were  particularly  concerned  about  command 
notification  with  only  35%  of  those  ever  abused  (vs.  65%  never  abused) 
saying  that  medical  personnel  should  notify  the  woman’s  commanding 
officer  if  she  was  abused.  Significantly  more  of  the  abused  women  than 
not  abused  thought  that  the  military  mandatory  reporting  policy  should 
change  and  were  concerned  about  abused  women’s  safety,  careers  and 
reluctance  to  disclose  abuse  with  mandatory  reporting.  The  most  popular 
option  regarding  mandatory  reporting  amongst  abused  women  (48%)  was 
that  the  abused  woman  should  decide  whether  or  not  the  report  should  be 
made  to  Family  Advocacy  by  medical  personnel.  (See  Tables  5  &  6) 

The  analyses  of  health  effects  are  summarized  below; 

•  Amongst  the  civilian  population,  lifetime  IPV  victims  reported  overall  poorer 
health  and  had  significantly  more  headaches,  back  pain,  STD’s,  vaginal 
bleeding,  vaginal  infections,  pelvic  pain,  painful  intercourse,  urinary  tract 
infections,  appetite  loss,  abdominal  pain,  digestive  problems,  PTSD  and 
depressive  symptoms. 

•  Amongst  the  military  population,  a  greater  proportion  of  IPV  victims  also 
reported  significantly  poorer  health  overall  health.  Women  who  were  never 
abused  by  an  intimate  partner  reported  fewer  gynecological,  stress  and 
mental  health  symptoms.  Specifically,  they  reported  significantly  less  back 
pain,  vaginal  bleeding,  pelvic  pain,  painful  intercourse,  STD’s,  abdominal 
pain,  digestive  problems,  loss  of  appetite,  and  depressive  symptoms.  31% 
of  the  never  abused  women  had  1  or  more  depressive  symptoms  while 
47.8%  of  those  who  were  ever  physically  or  sexually  assaulted  by  an  intimate 
partner  had  one  or  more  symptoms  of  depression.  (See  Tables  7,8  &  9  and 
Figure  3 ). 

REPORTABLE  OUTCOMES 

Dienemann,  J.,  Jones,  A.S.,  Schollenberger,  J.,  Campbell,  Jacquelyn,  C.  Kub,  J., 
O’Campo,  P.  (2001)  Physical  Consequences  of  Intimate  Partner  Violence  in  a  Sample  of 
HMO  Enrollees.  In  Press 

Gielen,  A..C.,  O’Campo,  P.,  Campbell,  J.C.,  Schollenberger,  J.,  Woods,  A.B.,  Jones, 
A.S.,  Dienemann  ,  J.A.,  Kub,  J.,  Clifford,  W.  (2000).  Women’s  Opinion  About  Mandatory 
Domestic  Violence  Screening  and  mandatory  Reporting.  American  Journal  of  Preventive 
Medicine,  19  (4),  279  -  285. 

Jones,  A.S.,  Gielen,  A.  C.,  Campbell,  J.C.,  O’Campo, ,  P.,  Wynne,  C.  (1999).  Annual 
and  Lifetime  Prevalence  of  Partner  Abuse  in  a  Sample  of  HMO  Enrollees.  Women’s 
Health  Issues,  9(6),  295-305. 

To  date,  Dr.  Campbell  has  conducted  one  workshop  for  primary  care  physicians  and  nurses  at 
the  Gaithersburg  HMO  medical  facility.  This  workshop  focused  on  the  nature  of  domestic 
violence,  how  to  create  a  climate  that  supports  patient  disclosure  in  a  primary  setting  and  how  to 
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respond  to  disclosures.  She  is  also  a  regular  faculty  in  the  FAST  training  on  family  violence  and 
Incorporates  the  findings  of  this  study  in  her  presentations.  Since  funding,  she  has  conducted 
10  FAST  trainings  in  San  Antonio,  Texas  and  Germany.  She  has  also  been  appointed  to  the 
Congressionally  appointed  Department  of  Defense  Task  Force  on  Domestic  Violence  and  has 
used  the  findings  of  this  study  to  inform  deliberations  of  the  Task  Force.  She  will  make  a  formal 
presentation  of  these  findings  when  all  analysis  is  complete  at  the  August,  2001  meeting.  There 
have  been  a  total  of  6  presentations  of  the  HMO  data  analysis  at  research  (either  women’s 
health  or  violence  conferences)  with  one  more  accepted  for  this  summer  at  the  University  of 
New  Hampshire  Family  Violence  Conference  on  the  substance  abuse  data.  We  have  not  yet 
submitted  any  of  the  active  duty  military  analysis  for  presentation  but  will  be  doing  so  within  the 
next  year. 


CONCLUSIONS 

•  A  significant  proportion  (21 .6%  or  1  out  of  5)  of  a  sample  of  61 6  active  duty 
military  (ADM)  women  report  that  they  were  the  victim  of  intimate  partner 
violence  (IPV  -  physical  and/or  sexual  assault  by  an  intimate  partner)  while  in  the 
military.  More  than  a  third  (35.5%)  reported  that  they  were  the  victim  of  some 
kind  of  abuse  (including  psychological  abuse  and  stalking)  from  an  intimate 
partner  while  in  the  military.  A  roughly  comparable  sample  of  2005  also  well 
educated,  middle  class,  employed  civilian  women  from  an  HMO  and  the  same 
geographic  area  and  of  similar  background  in  terms  of  employment  and 
education  (although  slightly  older,  slightly  less  well  educated  and  considerably 
more  likely  to  be  of  African  American  ethnicity  -  47%  vs.  16%)  had  a  similar 
although  slightly  lower  prevalence  of  lifetime  IPV  (35.5%  civilian  vs.  29.9%  - 
ADM)  and  any  abuse  (44.3%  vs.  38.8%).  Multivariate  analysis  demonstrated 
that  for  the  military  sample,  being  of  African  American  ethnicity  and  being  an 
officer  was  associated  with  less  IPV  while  in  the  HMO  sample,  the  ethnic 
association  was  in  the  opposite  direction.  In  addition,  being  divorced  or 
separated  and  lower  educational  levels  were  associated  with  increased  IPV  in 
both  samples.  30%  of  the  violent  perpetrators  had  been  in  the  military  (39.4%  of 
the  any  abuse  category)  with  approximately  equal  proportions  from  each  branch 
of  service  (26%  Air  Force;  35.8%  Army;  36.4%  Marines;  28.3%  Navy).  Although 
very  few  (4.5%  vs.  .5%)  of  both  groups  reported  current  IPV,  the  deleterious 
mental  and  physical  health  effects  continued.  Women  never  abused  by  an 
intimate  partner  in  both  groups  reported  better  overall  health  and  fewer 
gynecological,  stress  and  mental  health  symptoms  and  visits  to  health  care 
providers  than  those  with  an  abuse  history  (both  IPV  and  psychological  abuse 
and  stalking).  Both  groups  of  women  also  reported  an  association  of  IPV  and 
back  pain,  depression  and  PTSD.  In  addition,  active  duty  military  women  with  a 
history  of  intimate  partner  abuse  reported  more  injuries. 

RECOMMENDATIONS 

•  Increase  DOD  cognizance  of  the  widespread  prevalence  of  IPV  among 
active  duty  military  women. 

•  Training  for  military  personnel  (including  health  care  personnel)  in  regards 
to  IPV  include  these  results  so  that  the  health  sequelae  of  IPV  can  be 
more  accurately  and  effectively  diagnosed  and  treated. 
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•  Conduct  a  wider  prevalence  of  abuse  (both  IPV  and  other  forms)  study  in 
both  active  duty  military  and  military  dependent  populations  with  a  less 
complex  consent  process  and  complete  confidentiality  assured. 

•  Re-evaluate  and  revise  mandated  reporting  provisions  of  all  intimate 
partner  abuse  in  the  military  by  health  care  personnel  in  light  of  these 
findings  to: 

o  increase  the  appropriate  treatment  of  health  care  sequelae  of 
abuse  (and  thereby  improve  troop  fitness  and  decrease  DOD 
health  care  costs) 

o  improve  early  identification,  prevention  and  appropriate 
intervention  with  IPV  in  the  health  care  system 
o  enhance  victim  safety 
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TABLE  1.  LIFETIME  AND  MILITARY  PERIOD  PREVALENCE  OF  PHYSICAL  AND  /OR  SEXUAL 
ABUSE,  EMOTIONAL  ABUSE,  ANY  ABUSE 


Abuse 

Civilian  HMO  Sample 

Military  Sample 

Lifetime 

Lifetime  Military  Period 

N 

% 

N 

% 

N 

% 

Total  Sample 

2005 

616 

616 

Lifetime  Emotional  Abuse 

667 

33.8 

204 

33.1 

_ 

_ 

Lifetime  any  abuse 

889 

44.3 

239 

38.8 

224 

36.4* 

Lifetime  abuse  of  physical 
and  /or  sexual  abuse 

712 

35.5 

184 

29.9 

133 

21.6 

Physical  and  /or  sexual  in 
past  2  years 

90 

4.5 

4 

0.6 

Military  period  prevalence  of  any  abuse  (emotional,  sexual,  physical  and/or  stalking) 
Includes  only  women  who  were  emotionally  abused  in  1998. 


Table  2.  LIFETIME  AND  MILITARY  SERVICE  PERIOD  PREVALENCE  RATES  OF  PHYSICAL  AND/OR 
SEXUAL  ASSAULT  BY  INTIMATE  PARTNERS  IN  A  SAMPLE  OF  ACTIVE  DUTY  MILITARY  WOMEN 


Civilian  HMO  Military  Sample 


Sample 


Characteristics 

Lifetime  nrevalence 

N  % 

Lifetime  nrevalence 
N  % 

Militarv  neriod  nrevalence 
% 

Total  Sample 

2005 

712(35.5) 

616 

184  (29.9) 

133  (21.6) 

Age  groupt 

21-29 

36 

5.1 

95 

23.2 

i7,a 

30-39 

159 

22.3 

244 

29.5 

24.2 

40-49 

347 

48.7 

252 

32.9 

20.6 

50-59 

170 

23.9 

25 

28.0 

20.0 

Race*t 

White  European 

298 

42.0 

466 

26.0 

27.8 

African  American 

365 

51.5 

97 

44.3 

20.0 

Others 

46 

6.5 

50 

36.0 

22.0 

Current  Marital  Status*t 

Married 

338 

47.5 

410 

25.9 

18.5 

Divorced/Separated 

189 

26.5 

77 

59.7 

45.5 

Widowed 

61 

8.6 

10 

70.0 

70.0 

Single 

124 

7.4 

119 

21.0 

12.6 

Education*t 

HS  school 

210 

29.5 

36 

33.3 

25.0 

Some  College 

252 

35.4 

161 

40.4 

34.2 

4  Years  College 

144 

20.2 

150 

28.7 

19.3 

Post-Graduate 

106 

14.9 

267 

24.0 

15.0 

Household  incomet 

<  30,000 

125 

18.0 

85 

37.6 

28.2 

30,000-50,000 

209 

30.0 

134 

32.1 

23.1 

51,000-80,000 

191 

27.4 

180 

31.7 

22.8 

>  80,000 

171 

24.6 

192 

23.4 

16.7 

Percent  of  total  incomet 

<  25% 

68 

9.7 

3 

33.3 

18.9 

25  -  49% 

131 

18.7 

249 

26.1 

50  -75% 

186 

26.5 

121 

27.3 

19.8 

>  75% 

317 

45.2 

238 

35.3 

26.1 

Children  in  household*t 

None 

953 

48.4 

298 

23.2 

15.1 

1 

436 

45.6 

140 

40.0 

32.1 

2 

406 

36.7 

123 

26.8 

18.7 

>3 

208 

38.5 

53 

49.1 

37.7 

Military  Status* 

Enlisted 

NA 

NA 

271 

39.5 

30.6 

Officer 

NA 

NA 

345 

22.3 

14.5 

^'^includes,  GED,  trade  school  graduates,  and  women  who  did  not  complete  high  school 


P  <  0.05  in  military  sample 
t  P<  0.05  in  civilian  HMO  sample 
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Table  3.  LIFETIME  AND  MILITARY  SERVICE  PERIOD  PREVALENCE  RATES  OF  ABUSE 
(PHYSICAL.  SEXUAL,  EMOTIONAL,  AND/OR  STALKING)  BY  INTIMATE  PARTNERS  IN  A  SAMPLE 
OF  ACTIVE  DUTY  MILITARY  WOMEN _ _ _ 


Characteristics 

Total  Sample 

Lifetime  prevalence 
% 

Prevalence  while  in  military 

% 

N 

% 

% 

% 

Total  Sample 

616 

100 

38.8 

36.4 

Age  group 

21-29 

95 

15.4 

33.7 

32.6 

30-39 

244 

39.6 

38.5 

35.7 

40-49 

252 

40.9 

41.3 

38.5 

50-59 

25 

4.1 

36.0 

36.0 

Racef* 

White  European 

466 

75.7 

36.3 

31.5 

African  American 

97 

15.8 

49.5 

40.2 

Others 

50 

8.1 

40.0 

32.0 

Current  Marital  Statusf* 

Married 

410 

66.6 

35.1 

32.7 

Divorced/Separated 

77 

12.5 

71.4 

67.5 

Widowed 

10 

1.6 

70.0 

70.0 

Singie 

119 

19.3 

27.7 

26.1 

Education 

HS  grade 

36 

5.8 

41.7 

44.3 

Some  College 

161 

26.1 

47.8 

34.8 

4  Years  College 

150 

24.4 

36.0 

34.0 

Post-Graduate 

267 

43.3 

34.8 

36.2 

Household  income 

<  30,000 

85 

13.8 

44.7 

41.2 

30,000-50,000 

134 

21.8 

42.5 

39.6 

51,000-80,000 

180 

29.2 

38.3 

36.1 

>  80,000 

192 

31.2 

34.4 

32.3 

Percent  of  total  income 

<  25  % 

3 

0.5 

33.3 

33.3 

25  -  50% 

249 

40.4 

34.9 

32.5 

51  -75% 

121 

19.6 

37.2 

36.4 

>  75% 

243 

39.5 

44.1 

41.2 

No.  of  children  in 
householdt* 

None 

298 

48.4 

32.2 

30.2 

1 

140 

22.7 

49.3 

47.1 

2 

123 

20.0 

35.8 

33.3 

>3 

53 

8.6 

54.7 

49.1 

Miiitary  Statust*t 

Enlisted 

271 

44.0 

46.9 

44.3 

Officer 

345 

56.0 

32.5 

30.1 

t  P  <  0.05  in  lifetime  prevalence 

*  P  <  0.05  in  military  period  prevalence 


15 


Table  4.  PARTNER  CHRACTERISTICS  OF  ACTIVE  DUTY  MILITARY  WOMEN  EXPERIENCING 


INTIMATE  PARTNER  ASSAULT 


Partner  Characteristics 

Lifetime  Physical  and/ 
or  sexual  abuse 

Any  abuse  (physical  and/or  sexual, 
emotional  and  stalking) 

N 

% 

% 

% 

Total  Sample 

519 

29.9 

38.8 

Age  group 

21-29 

50 

9.6 

18.0 

28.0 

30-39 

172 

33.1 

30.8 

41.9 

40-49 

203 

39.1 

37.9 

44.8 

>50 

61 

11.8 

19.7 

31.1 

Racel * 

White  European 

387 

74.6 

26.6 

36.7 

African  American 

92 

17.7 

53.3 

57.6 

Others 

40 

7.7 

35.0 

47.5 

Current  employmentt*t 

Fulltime 

398 

76.7 

28.9 

38.7 

Parttime 

13 

2.5 

23.1 

38.5 

Unemployed 

14 

2.7 

50.0 

50.0 

37 

7.1 

35.1 

24.3 

Retired/student/homema 

ker 

In  military 

55 

10.6 

60.0 

54.5 

Education^* 

HS* 

127 

24.5 

52.0 

57.5 

Some  College 

104 

20.0 

36.5 

44.2 

4  Years  College 

134 

25.8 

19.4 

32.8 

Post-Graduate 

146 

28.1 

22.6 

32.9 

Currently  in  the  armed 

Forces? 

Yes 

433 

90 

30.9 

40.2 

No 

48 

10 

27.1 

41.7 

Military  ty  pet* 

Enlisted 

248 

47.8 

39.1 

46.8 

officer 

183 

35.3 

19.1 

30.6 

t  categories  are  not  mutually  exclusive 

J  P  <  0.05  for  lifetime  physical  and/or  sexual  abuse 

*  P  <  0.05  for  lifetime  abuse  (physical,  sexual,  emotional  and/or  stalking) 
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TABLE  5.  WOMEN’S  BELIEFS  CONCERNING  ROUTING  SCREENING  AND  AMONG  ACTIVE 
DUTY  M ILITARY  WOM  EN  _ _ _ _ 


Beliefs  about  consequences  and  policy 
preferences 

Never 

abused 

Any  abuse 

Physical/sex 

ual  abuse 

Total  Sample 

Routine  Screening 

N 

377 

% 

N 

239 

% 

N 

184 

% 

Ask  Women  at  all  times  about  abuse 

159 

53.5 

132 

61.7 

103 

62.0 

Women  would  be  offended  or  embarrassed*^ 
Women  who  are  not  being  abused  would  be 

169 

44.8 

132 

55.2 

102 

55.4 

insulted** 

103 

27.3 

81 

33.9 

64 

34.8 

Routine  screening  would  make  it  easier  for 
women  to  get  help* 

It  would  put  women  at  more  risk  for  being  hurt 

230 

61.0 

152 

63.6 

116 

63.0 

by  their  abusers* 

214 

56.8 

140 

58.6 

109 

59.2 

Women  would  be  glad  someone  took  interest** 
Abused  women  are  more  likely  not  to  inform  Dr 

119 

31.6 

107 

44.8 

81 

44.0 

or  Nurse* 

Abused  women  fear  negative  effects  on  military 

243 

64.5 

162 

67.8 

123 

66.8 

career** 

Abused  women  fear  negative  effects  on 

172 

45.6 

130 

54.4 

101 

54.9 

partner’s  career** 

Mandatorv  reoortina 

82 

21.8 

29 

12.1 

123 

66.8 

Women  would  find  it  easier  to  get  help** 

255 

67.6 

172 

72.0 

133 

72.3 

Women  would  be  at  greater  risk  for  being 

abused* 

Women  would  like  having  someone  else  be 

184 

48.8 

130 

54.4 

98 

53.3 

responsible  for  calling  the  police** 

Women  would  be  less  likely  to  tell  their  health 

218 

57.8 

154 

64.4 

119 

64.7 

care  providers  if  they  are  abused 

Women  would  resent  losing  control  over  when 

182 

48.3 

125 

52.3 

93 

50.5 

to  call  the  police** 

147 

39.0 

102 

42.7 

80 

43.5 

Women’s  career  would  be  damaged** 

141 

37.4 

98 

41.0 

77 

41.8 

Partner’s  career  would  be  damaged* 

272 

72.1 

191 

79.9 

150 

81.5 

*  P  <  0.05  in  women  who  were  exposed  to  any  abuse 
P  <  0.05  in  women  who  were  exposed  to  any  abuse 
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TABLE  6.  ACTIVE  DUTY  MILITARY  WOMEN’S  POLICY  PREFERENCES  CONCERNING 
MANDATORY  REPORTING  AMONG  ACTIVE  DUTY  MILITARY  WOMEN 


Never  abused 

Any  abuse 

Physical/sexual 

abuse 

N 

% 

N 

% 

N 

% 

Total  Sample 

377 

239 

184 

Should  the  Family  Advocacy  Program 
routinely  refer  abuse  reports  to  military  or 
civilian  police? 

Should  the  Family  Advocacy  Program 

168 

54.7 

104 

48.4 

79 

47.3 

routinely  refer  abuse  reports  to  victim’s 
commanding  officer?* 

Do  you  think  it  would  be  helpful 

159 

51.8 

86 

40.0 

69 

41.3 

if  the  abuse  was  not  reported  by 

health  care  provider  to  Family  Advocacy 

90 

29.3 

82 

38.1 

67 

40.1 

Program  or  Commanding  Officer?  (|) 

Do  you  think  that  the  military’s  policy  of 
mandatory  reporting  should 

remain  the  same?  *(j) 

255 

83.1 

162 

75.3 

122 

73.1 
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TABLE  7.  PERCEPTION  OF  GENERAL  HEALTH  AND  HEATLH  PROBLEMS  REPORTED  BY 
ABUSED  AND  NEVER  ABUSED  WOMEN  between  1992-2000. _ 


Health  Problems 

Never  abused 

Lifetime  any  abuse 

Any  abuse  between  92-2000* 

N 

% 

N 

% 

N 

% 

377 

61.2 

239 

38.8 

80 

17.5 

Perception  of  General  Healthf# 

Good/very  good/  Excellent 

307 

81.4 

165 

69.0 

54 

67.5 

Fair/Poor 

70 

18.6 

74 

31.0 

26 

32.5 

CNSt# 

Headache 

87 

54.0 

52 

60.5 

21 

52.4 

Fainting 

306 

1.0 

8 

3.7 

70 

4.3 

Back  Pain 

306 

25.2 

84 

39.1 

70 

42.9 

Seizures 

1 

0.5 

Concussion  or  head 

306 

1.3 

5 

2.3 

70 

Injury/problem 

Seizures 

306 

— 

70 

— 

GYNt# 

Vaginal  Bleeding 

306 

5.2 

24 

11.2 

70 

12.9 

Vaginal  itch  or  discharge 

306 

12.7 

31 

14.4 

70 

21.4 

Pelvic  Pain 

306 

5.2 

33 

15.3 

70 

14.3 

Painful  intercourse 

307 

5.5 

21 

9.8 

70 

14.3 

Fibroids 

306 

6.9 

28 

13.0 

70 

10.0 

Urinary  Infection 

306 

12.4 

36 

16.7 

70 

18.6 

STDs  or  PID 

306 

1.0 

15 

7.0 

70 

8.6 

CHSt# 

High  blood  pressure 

306 

7.8 

22 

10.2 

70 

8.6 

Frequent  Loss  of  appetite 

306 

5.9 

8 

3.7 

70 

8.6 

Abdominal  pain 

306 

0.7 

32 

14.9 

70 

14.3 

Digestive  problem 

306 

5.9 

51 

23.7 

70 

37.9 

Bad  cold  or  flu 

306 

30.1 

80 

37.2 

70 

34.3 

HIV  or  AIDS/problem 

306 

— 

1 

0.5 

70 

Injuries 

Injuries  Needing  Surgery 

10 

4.7 

Broken  bones 

306 

2.3 

8 

3.7 

70 

5.7 

Injuries  or  Cuts  Needing 

306 

1.6 

7 

3.3 

70 

5.7 

Stitches 

Torn  Ligaments  or  Sprains 

307 

6.8 

24 

11.2 

70 

11.4 

Bad  Burns  or  Scalds 

307 

1.3 

2 

0.9 

70 

Facial  Injuries 

306 

0.7 

2 

0.9 

70 

1.4 

The  variable  “abused  between  1992-2000”  doesn’t  include  all  women  who  were  emotionally  abused  between 
92-000. 

The  available  data  only  include  those  who  were  ever  emotionally  abused  in  1998. 


19 


TABLE  8.  HEALTH  PROBLEMS  REPORTED  BY  ACTIVE  DUTY  MILITARY  WOMEN  WHO  WERE 
NEVER  ABUSED,  AND  THOSE  WHO  HAD  ANY  ABUSED  (PHYSICAL,  SEXUAL,  EMOTIONAL,  AND/ 

OR  STALKING)  BETWEEN  1992-2000. _ _ _ 

Health  Problems  Never  abused  Any  abuse  Abused  between  92-2000* 


Total  Sample 

N 

377 

% 

61.2 

N 

239 

% 

38.8 

N 

80 

% 

13.0 

Gynecological 

No  health  problems 

273 

72.4 

140 

58.6 

42 

52.5 

One  or  more  health  problems 

104 

27.6 

99 

41.4 

38 

47.5 

Chronic  stressf 

No  health  problems 

243 

64.5 

119 

49.8 

43 

53.8 

One  or  more  health  problems 

134 

35.5 

120 

50.2 

37 

46.3 

Central  Nervous  Systemf 

No  health  problems 

272 

67.3 

132 

55.2 

46 

57.5 

One  or  more  health  problems 

105 

49.5 

107 

44.8 

34 

42.5 

Totalt 

No  health  problems 

215 

57.0 

174 

72.8 

58 

72.5 

One  or  more  health  problems 

162 

43.0 

65 

27.2 

22 

27.5 

*Military  women  abused  between  1992-2000  does  not  include  all  who  were  emotionally  abused. 
The  available  data  only  include  those  who  were  ever  emotionally  abused,  and  those  who  were 
emotionally  abused  in  1998 

t  P  <  0.05  for  lifetime  any  abuse  and  never  abused 
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TABLE  9.  PROPORTION  OFABUSED  ACTIVE  DUTY  MILITARY  WOMEN  REPORTING  ONE  OR 


TWO  SYMPTOMS  OF  DEPRESSION 


Depression 

Never  abused 

Any  Abuse 

Physical  and/or  sexual 

N 

% 

N 

% 

N 

% 

Total  Sample 

377 

61.2 

239 

38.8 

184 

29.9 

None 

260 

69.0 

122 

51.0* 

96 

52.2* 

One  or  more 

117 

31.0 

117 

49.0 

88 

47.8 

*  P  <  0.5  for  “any  abuse” 


21 


FIGURE  1.  LIFETIME  AND  MILITARY  PERIOD  PREVALENCE  OF  ABUSE 


44.3 


38.8 


Emotional  Physical  and/or  sexual  Any  abuse  Physical  and/or  sexual  in 

past  2  years 


□  HMO  Sample  ■  Military  Sample  □  While  in  Miiitary 


FIGURE  3.  PROPORTION  OF  HEALTH  PROBLEMS  REPORTED  BY  ABUSED  AND  NON- 
ABUSED  WOMEN 


excellent  health  poor  health  gyna  stress  cns 

I  □  Never  abused  B  Lifetime  abuse  □  Physical  and/or  sexual  abuse  □  Any  abuse  during  active  military  duty 


Appendix  1 

Detailed  Active  Duty  Military  Women  Recruitment  Report 


Final  Progress  Report 

Identification  of  Abuse  and  Health  Consequences  for  Military  and  Civilian  Women 

Military  Recruitment  Process 
June  11,2000 


Recruitment  of  study  participants  targeted  active  duty  women  enrolled  in  the  military  for  a 
minimum  of  three  years,  covering  at  least  1995through  1997:  between  21  and  55  years  old;  and 
residing  within  100  miles  radius  of  Washington,  DC  and  Portsmouth,  VA.  The  Defense 
Manpower  Data  Center  (DMDC)  selected  16540  active  duty  women  across  all  services 
according  to  these  criteria  in  April  1999.  The  center  provided  a  data  base  file  with  the  names 
and  addresses  (duty  and  home)  and  rank. 


Letters  of  introduction  to  the  study  were  mailed  to  all  16540  women  at  their  duty  addresses  in 
May  1999.  In  response  to  these  letters,  1830  (1 1.1%)  women  gave  preliminary  consent  by 
returning  the  request  for  consent  form  by  returning  an  address  sheet  to  Johns  Hopkins 
University.  To  assure  that  all  prospective  participants  received  an  introduction  letter,  Johns 
Hopkins  also  mailed  postcards  in  two  separate  waves  to  the  remaining  14710  women.  An 
additional  349*  women  requested  a  consent  form  in  response  to  these  postcards.  This  brought 
the  total  number  of  mailed  consent  forms  to  2179*  or  1 3.3%.  Of  these  consent  forms  mailed 
out,  768*(35.2%)  were  signed  and  returned  to  Johns  Hopkins,  thereby  authorizing  participation 
in  the  study.  616  of  the  768  (80.2%)  women  granting  consent  were  successfully  interviewed  for 
an  overall  response  rate  of  3.72%  (See  Flow  Chart).  The  remainder  had  transferred  without  an 
updated  address  and  phone  number  located,  deployed  overseas  or  left  the  military  and  could 
not  be  located. 


The  most  notable  obstacle  to  participation  was  the  precipitous  decline  in  the  willingness  of 
women  to  participate  after  having  received  the  written  consent  form.  Had  verbal  consent  been 
approved  (as  it  asks  for  civilian  women),  we  would  have  reached  our  goal  of  2000  screenings 
for  an  overall  response  rate  of  roughly  13.2%.  (Close  to  the  response  rated  of  the  civilian 
sample  and  similar  to  most  mail  in  surveys.)  Based  on  the  phone  conversation  with  women 
calling  in  with  questions,  this  low  return  rate  of  consent  forms  can  be  attributed  to  the 
burdensome  and  time  consuming  process  and  to  the  “intimidating”,  “discouraging”,  “daunting” 
(quotes  from  military  women)  nature  of  the  consent  form  that  was  required  by  the  DOD.  The 
consent  referred  to  the  possible  inclusion  of  study  results  in  the  participants’  medical  records, 
and  possible  review  by  command. 
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Identification  of  Abuse  and  Health  Consequences  for  Military  and  Civilian  Women 

Study  Participant  Recruitment  Process 
June  1,  2001 


Introduction  letters  mailed 
N= 16540 


Consent  forms 

No  response 

requested 

(reminder  postcards  mailed) 

N=14710 

- 1 - — 

Returned  consent  forms 
N=779 


Completed  telephone  interviews 
N=616  (79%) 
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Objective:  To  compare  selected  health  problems  of  abused  and  never  abused  women  with 
similar  access  to  health  care. 

Design  &  Setting:  Case  control  study  of  enrollees  in  a  multi-site,  metropolitan  HMO. 

Sample:  Of  2535  women  aged  21-55  enrolled  in  an  HMO  who  responded  to  an  invitation  to 
participate,  17.6%  could  not  be  contacted  and  3.0%  refused,  yielding  a  sample  of  2005.  The 
Abuse  Assessment  Screen  was  used  to  identify  women  physicaliy  and/or  sexually  abused 
between  1989  and  1997  resulting  in  201  cases.  Controls  were  a  random  sample  of  240  women 
never  abused. 

Main  Outcome  Measures:  The  MOS-SF36  health  subscale  measured  general  health.  The 
Miller  Abuse  Physical  Symptoms  and  Injury  Scale  measured  abuse  specific  heaith  problems. 
Results;  Cases  and  controls  differed  in  ethnicity,  marital  status,  education,  and  income.  Direct 
weights  were  used  to  standardize  for  comparisons.  Significance  was  tested  using  logistic  and 
negative  binomial  regressions.  Abused  women  had  more  (p^.05)  headaches,  back  pain,  STD, 
vaginal  bleeding,  vaginal  infections,  peivic  pain,  painful  intercourse,  urinary  infections,  appetite 
loss,  abdominal  pain  and  digestive  probiems.  Abused  women  had  more  (p^.001)  gynecologicai, 
chronic  stress,  central  nervous  system  and  total  health  problems,  with  sexually  abused  women 
at  greatest  risk  for  some  symptom  clusters. 

Conclusions;  Abused  women  have  a  50-70%  increase  in  GYN,  CNS,  and  stress-reiated 
problems  with  women  both  sexually  and  physically  abused  most  likely  to  report  problems. 
Routine  universal  screening  and  sensitive  in  depth  assessment  of  women  presenting  with 
frequent  GYN,  chronic  stress  or  CNS  complaints  is  needed  to  support  disclosure  of  intimate 
partner  violence. 
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There  is  mounting  evidence  that  intimate  partner  abuse  has  long  term  negative  health 
consequences  for  survivors,  even  after  the  abuse  has  ended.  This  can  translate  into  lower 
health  status,  lower  quality  of  life,  and  higher  utilization  of  health  services^ This  article 
describes  the  physical  health  symptoms,  problems,  and  perceptions  of  health  status  of  201 
women  with  a  history  of  intimate  partner  violence  (IPV).  They  are  compared  to  a  control  group 
of  240  women  with  no  such  history.  The  sample  is  drawn  from  a  survey  of  2005  female  HMO 
enrollees  in  the  metropolitan  Washington  DC  area.  The  sample  represents  a  racially  balanced 
and  primarily  highly  educated  group  of  middle  class,  working  women.  This  suggests  that  both 
intimate  partner  abuse  and  associated  negative  health  consequences  may  not  be  restricted  to 
patients  in  medical  practices  that  serve  only  low  income  women. 

Previous  Research 

Battering  is  a  significant  risk  factor  for  a  variety  of  physical  health  problems  frequently 
encountered  in  primary  care  settings.  The  most  common  locations  for  injuries  among  battered 
women  are  the  face,  neck,  upper  torso,  breast  or  abdomen® .  These  are  the  acute 
consequences  of  battering  that  most  health  care  providers  associate  with  IPV.  Yet,  studies  of 
battered  women  have  found  that  the  long  term  aftermath  of  these  injuries  and  the  fear  and 
stress  associated  with  having  an  abusive  intimate  partner  can  result  in  several  less  obvious,  and 
often  chronic,  health  problems.  These  can  include  pain  or  discomfort  from  recurring  central 
nervous  system  symptoms  such  as  headaches,  back  pain,  fainting  or  seizures® 

Battered  women  also  exhibit  more  somatic  symptoms  associated  with  chronic  fear  and  stress 
such  as  functional  gastrointestinal  disorders  and  loss  of  appetite^^’^® ,  viral  infections  such  as 
colds  and  flu^'^’  ,  and  cardiac  symptoms  such  as  hypertension  and  chest  pain^'*'^®. 

Researchers  have  found  battered  women  more  likely  to  have  gynecological  symptoms  such  as 
sexually  transmitted  diseases,  vaginal  bleeding  or  infection,  fibroids,  pelvic  pain  and  urinary 
tract  infections,  all  of  which  are  also  associated  with  sexual  abuse^®'^^ .  Forty  to  forty-five 
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percent  of  women  who  are  physically  abused  by  their  intimate  partners  are  forced  into  sexual 
activities  by  him.  Another,  smaller  percentage  are  sexually  abused  by  their  intimate  partner,  but 
not  physically  abused"*’^®'^®.  This  may  explain  the  high  prevalence  of  gynecological  problems 
reported  by  battered  women,  although  none  of  these  studies  measured  forced  sex 
separately^^'2°'^^’^2’2^ 

Findings  related  from  four  roughly  comparable  samples  of  women  are  presented  in 
TABLE  1 .  As  can  be  seen,  there  is  not  always  agreement  among  researchers  about  the  types  of 
health  problems  that  primary  physicians  should  regard  as  possible  signs  of  abuse^^’^^'^'^'^®.  This 
may  be  due  to  the  variety  of  somatic  responses  people  can  have  to  trauma  as  well  as  the 
different  types  of  injuries  abused  women  can  experience.  Both  factors  can  lead  to  a  variety  of 
long  term  health  problems.  Despite  the  variability  in  patterns  of  health  problems,  there  is 
agreement  that  battering  has  been  found  to  have  long  term  emotional  and  physical  health 
effects^®’^^ 

SAMPLE 

After  Institutional  Review  Board  approval  was  received  from  the  participating 
Washington,  DC,  area  HMO  at  the  national  and  regional  level,  letters  of  invitation  were  sent  to 
21,426  women  between  the  ages  of  21  and  55  who  were  continuously  enrolled  from  1995 
through  1997.  For  safety  reasons,  the  letters,  which  were  mailed  in  Fall, 1997  and  Fall,  1998, 
did  not  mention  abuse.  Instead,  they  asked  women  to  participate  in  a  women's  health  survey. 
Twelve  percent  or  2,535  women  responded  indicating  a  time  and  telephone  number  where  they 
could  be  reached  for  a  private  interview.  A  professional  survey  company,  whose  interviewers 
were  trained  by  the  investigators,  was  employed  to  conduct  all  interviews.  Upon  making 
telephone  contact  with  an  eligible  subject,  the  interviewer  described  the  nature  of  the  study  and 
obtained  verbal  consent.  Of  the  2535  women,  447  (17.6%)  could  not  be  located  and  76  (3.0%) 
refused  to  participate,  resulting  in  a  sample  of  2005  (79.1%  of  eligible)  female  HMO  enrollees 
who  completed  abuse  screening  interviews.  Demographic  information  about  eligible  women 
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who  did  not  participate  in  the  study  was  not  available  from  the  HMO.  Consequently,  no 
comparisons  between  the  sample  and  the  larger  population  can  be  made. 

Cases  and  Controls 

A  modified  version  of  the  Abuse  Assessment  Screen  (AASf®  was  administered  to  all 
2005  women.  Intimate  partner  violence  was  defined  as  physical  and/or  sexual  assault  by  a 
husband  or  partner  or  ex-husband  or  ex-partner^® .  Three  questions  were  used  to  identify 
women  who  had  experienced  IPV:  Have  you  ever  as  an  adult  been  physically  abused  by  a 
husband,  boyfriend,  or  female  partner?  Have  you  ever  been  hit,  slapped,  kicked,  pushed  or 
shoved  or  otherwise  physically  hurt  by  a  current  or  previous  husband,  boyfriend  or  female 
partner?  Have  you  ever  been  forced  into  sexual  activities  by  a  husband,  boyfriend,  or  female 
partner?  Two  hundred  one  (201 )  women  responded  "yes"  to  one  or  more  of  these  questions 
and  indicated  that  the  abuse  occurred  between  1989  and  1997.  These  women  were  selected  as 
cases  and  participated  in  an  in-depth  interview.  The  restriction  on  time  period  for  the  abuse  was 
chosen  to  allow  for  development  of  health  consequences  without  substantially  interfering  with 
the  woman's  ability  to  recall  severity  or  other  descriptive  characteristics.  A  random  sample  of 
240  women  was  drawn  from  those  who  reported  never  being  abused  and  having  had  an 
intimate  relationship.  These  women  also  participated  in  the  same  in-depth  interview. 
Respondents  to  the  in-depth  interview  received  $15  compensation  for  their  time  sent  by  check 
to  an  address  of  their  choice.  A  protocol  derived  from  Holly  Johnson's  Canadian  domestic 
violence  telephone  survey  safety  protocol  was  used^° . 

Measures 

Overall  general  health  was  measured  using  the  general  health  perceptions  subscale  of 
the  Medical  Outcomes  Study  (MOS  SF-36)  which  has  established  reliability  for  diverse 
populations^^  .  Physical  health  problems  were  measured  by  a  modification  of  the  Miller  Abuse 
Physical  Symptoms  and  Injury  Scale  (MAPSAIS).  This  self  report  scale  asks  lists  25  injuries, 
conditions,  symptoms  and  illnesses  related  to  domestic  violence  and  asks  if  the  woman  visited  a 
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doctor  or  nurse  for  this  problem  in  the  last  12  months.  The  scale  was  designed  specifically  for 
measuring  long  term  health  consequences  of  battering.  Content  validity  was  established  by  an 
expert  panel  and  its  test-retest  reliability  over  a  two  year  period  on  the  history  of  violent  injury 
portion  was  .63^^ .  The  Chronbach's  alpha  test  for  reliability  of  the  MAPSAIS  in  this  study  was 
.67. 

In  addition  to  specific  health  problems,  8  gynecological  related  symptoms  or  conditions 
(GYN),  5  chronic  stress  related  symptoms  or  conditions  (ChS),  and  4  central  nervous  problems 
(CNS)  were  clustered  as  indicated  in  TABLE  3.  Internal  relatedness  was  moderate  among  the 
items  in  the  groups  as  shown  by  Spearman  Rho  correlations  between  all  possible  pairs  in  each 
grouping  (GYN:  14  of  21  pairs,  ChS:  6  of  10  pairs,  and  CNS:  4  of  6  pairs;  p<  .05). 
Demographics 

The  sociodemographic  characteristics  of  the  sample  are  displayed  in  Table  2.  Cases 
and  controls  differed  significantly  on  all  indicators  except  age.  Cases  were  less  likely  to  be 
college  graduates,  white,  married  or  to  have  an  annual  household  income  of  $50,000  or  more 
per  year®.  Because  of  these  differences  in  potential  risk  factors  for  IPV,  weights  were 
constructed  in  order  to  standardize  the  two  groups  on  these  factors  ,  as  described  below. 
Statistical  Analysis 

When  calculating  the  differences  in  proportions  between  cases  (abused)  and  controls 
(never  abused),  we  employed  methods  of  direct  adjustment  to  account  for  the  differences 
between  the  two  groups  in  education,  race,  income,  and  marital  status^^ .  We  chose  as  our 
standard  population  the  group  of  women  who  were  screened  for  eligibility  for  this  study 
(N=2005).  This  group  was  viewed  as  most  representative  of  the  population  of  interest,  that  is,  a 
group  of  active  female  HMO  enrollees.  Weights  were  assigned  to  each  case  and  control.  The 
weights  were  obtained  by  stratifying  cases,  controls  and  the  standard  population  separately  on 
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the  four  unbalanced  variables.  (Contrasts  were:  education  (graduate  degree,  any  college  or  four 
year  college  degree,  high  school  degree  or  less);  race  (white,  all  other);  annual  household 
income  (less  than  $50,000,  >$50,000);  and  marital  status  (married,  all  others).)  For  each 
group,  we  identified  the  cell  frequency  for  each  stratum  and  then  obtained  stratum  specific  ratios 
of  the  cell  frequency  for  the  standard  population.  Then,  for  both  cases  and  controls,  we  created 
weights  by  applying  the  stratum  specific  ratio  to  each  person  within  each  stratum. 

All  proportions  presented  are  based  on  the  weighted  data.  However,  because  the 
weighted  sample  is  much  larger  than  the  actual  number  of  abused  and  never  abused  women 
studied,  standard  hypothesis  tests  based  on  comparisons  of  means  or  proportions  would 
produce  incorrect  significance  levels  (i.e.  smaller  standard  errors).  To  circumvent  this  problem 
and  obtain  correct  estimates  of  statistical  significance,  analyses  of  the  presence  or  absence  of  a 
single  health  problem  were  conducted  using  logistic  regressions  that  included  regressors  to 
control  for  the  factors  that  were  not  balanced  between  the  two  groups.  For  counts  of  number  of 
health  problems,  negative  binomial  regression  was  used.  Negative  binomial  regression  was 
chosen  because  it  is  a  maximum  likelihood  method  that  is  appropriate  for  over  dispersed  count 
data^". Negative  binomial  regression,  like  its  close  "cousin"  Poisson  regression,  has  the  added 
advantage  that  coefficient  estimates  can  be  easily  transformed  to  give  the  incidence  rate  ratio 
(IRR)^  This  yields  a  result  that  can  be  interpreted  as  the  percentage  increase  in  total  number  of 
symptoms  for  cases  relative  to  controls. 

FINDINGS 

General  Health 


’  Abused  women  may  be  more  likely  to  be  single  or  divorced  because  of  decisions  to  leave  abusive  relationships. 
This  would  tend  to  lower  their  household  incomes  relative  to  never  abused  women  who  are  more  likely  to  be 
married  with  two  incomes.  (See  Jones  for  further  discussion  of  race  and  income  differences  as  risk  factors.  ) 

^  Count  data  are  frequently  modeled  using  Poisson  maximum-likelihood  regression.  However  this  distributional 
assumption  requires  that  the  mean  of  the  data  is  equal  to  the  variance.  As  is  often  the  case  with  survey  data,  the 
variance  of  the  study  data  was  larger  than  the  mean.  Use  of  the  negative  binomial  distribution  relaxes  the  strict 
mean-variance  relationship  of  the  Poisson  distribution,  allowing  the  variance  to  exceed  the  mean. 

The  transformation  is  like  that  for  logistic  regression  coefficients  when  one  wants  to  express  them  as  odds 
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When  asked  to  assess  their  general  health,  similar  proportions  of  abused  and  never 
abused  women  estimated  their  health  as  good.  However,  when  extremes  of  health  status  were 
examined,  statistically  significant  differences  between  the  two  groups  were  observed  (TABLE 
3).  At  the  lower  extreme,  12.4%  of  abused  women  rated  their  health  as  fair  to  poor  compared  to 
5.8%  of  never  abused  women.  At  the  other  extreme,  34.8%  of  never  abused  women  rated  their 
health  as  excellent  in  contrast  to  only  25.5%  of  abused  women 
Physical  Health  Problems 

Specific  Physical  Health  Problems:  Headache,  backpain,  vaginal  infection  and  digestive 
problems  are  the  most  frequently  reported  problems  in  both  groups  (TABLE  3).  However,  all 
are  reported  more  frequently  by  abused  women  (p2.05).  Other,  less  frequently  occurring 
problems  demonstrate  a  similar  pattern.  Rates  of  the  three  groups  of  health  problems  are 
presented  in  TABLE  4.  In  every  case,  cases  appear  to  experience  higher  numbers  of  problems. 
Gynecological,  Chronic  Stress  or  Central  Nervous  System  Related  Clusters  and  Totel  Heelth 
Problems:  To  explore  these  relationships  further,  analyses  of  total  physical  health  problems 
and  physical  health  problem  clusters  were  conducted.  Negative  binomial  regression  analyses 
of  the  total  number  of  reported  health  problems  indicated  that  abused  women  had  a  roughly 
60%  higher  rate  of  all  problems  relative  to  never  abused  women  (IRR:  1 .58,  C.I.:  (1 .34-1 .86)) 
(TABLE  5).  Negative  binomial  regression  results  indicate  that  IRR’s  average  between  1.5  and 
1.7  for  the  three  health  problem  groups  (p^.001). 

Sexual  Abuse  and  Health  Problems:  Of  the  women  experiencing  sexual  abuse  with  or  without 
physical  abuse,  29.8%  reported  three  or  more  gynecological  health  problems  compared  to  only 
7.5%  of  those  with  physical  abuse  alone  and  6.2%  of  those  never  abused.  FIGURE  1  indicates 
that  women  who  were  sexually  abused  (with  or  without  physical  abuse)  were  more  likely  to  have 
had  one  or  more  stress-related  (ChS)  or  CNS  health  problems  compared  to  controls  and 
physically  abused  women  who  do  not  report  sexual  abuse.  Interestingly,  women  who  report 
physical  abuse  without  sexual  abuse  are  as  likely  to  report  GYN  problems  as  those  who  report 


35 


only  sexual  abuse.  The  greatest  difference  across  the  three  levels  of  abuse  is  seen  with  ChS 
health  problems  where77.6%  of  sexually  abused  women  report  at  least  one  problem  compared 
to  54.5%  of  physically  abused  women  who  did  not  report  sexual  abuse  and  45%  of  never 
abused  women.  For  both  abuse  categories,  the  probability  that  a  woman  reported  at  least  one 
GYN,  ChS  or  CNS  health  problem  is  at  least  10  percentage  points  higher  than  among  never 
abused  women. 

Timing  of  Abuse:  Health  problems  were  reported  only  for  the  12  months  preceding  the  interview, 
but  abuse  could  have  occurred  as  far  back  in  time  as  1989.  For  this  reason,  we  examined 
reported  health  problems  relative  to  the  timing  of  the  abuse  (FIGURE  2).  Gynecological  and 
chronic  stress  related  health  problems  appear  to  be  slightly  more  sensitive  to  the  temporal 
proximity  of  the  abuse  than  do  central  nervous  system  health  problems.  Negative  binomial 
regressions  indicated  that  more  health  problems  were  reported  when  the  lag  between  abuse 
and  report  was  shorter  (GYN:  1.47(1.24-1.74);  ChS:  1.40(1.21  -1.62);  CNS:  1.29  (1.12- 
1.49).  Never  abused  women  were  least  likely  to  report  problems. 

Injuries :  Very  few  women  reported  injuries  (TABLE  6).  The  highest  proportion  of  injuries 
ranged  from  9.9-1 1  %  for  sprains.  The  relationship  between  temporal  proximity  of  abuse  and 
injuries  in  the  past  year  can  be  seen  by  comparing  rates  of  women  with  abuse  in  the  prior  most 
recent  12  months  to  those  with  abuse  prior  to  that.  Facial  injuries  stand  out  with  very  different 
rates  between  the  two  groups  (8.5%  and  1.3%).  However,  other  injuries  appear  to  differ  by 
amounts  that  may  be  clinically  important  as  well  (e.g.,  injuries  requiring  surgery  (8.8%  and 
4.4%),  bad  burns  (3.1%  and  2.5%),  and  concussions  (3.7%  and  0.6%)).  Some  of  these 
differences  are  fairly  large  (2  to  3  times  as  large),  but  do  not  achieve  statistical  significance 
probably  because  of  the  low  frequency  of  occurrence.  Also  notice  that  for  some  injuries,  the 
rates  for  women  abused  more  than  12  months  prior  to  interview  and  rates  for  never  abused 
women  are  similar. 

DISCUSSION 
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Limitations 


Two  major  limitations  of  the  study  provide  direction  for  future  work.  One  is  the  absence 
of  information  about  the  women's  experience  of  physical  or  sexual  abuse  during  childhood. 

Silva  and  associates^®  found  53%  of  the  battered  women  they  studied  reported  a  history  of 
physical  and/or  sexual  child  abuse  and  Hulme®®  found  82%  of  women  with  a  history  of  severe 
child  abuse  were  battered  as  adults  and  had  similar  negative  health  consequences  as 
summarized  above.  McCauley  and  associates®^  found  that  the  battered  women  in  her  primary 
care  sample  who  were  also  abused  as  children  had  long  term  health  consequences  over  and 
above  what  could  be  attributed  to  the  intimate  partner  violence.  Thus,  early  abuse  appears  to 
be  an  equally  grave  risk  factor  for  later  health  problems  and  should  be  investigated  in  future 
studies. 

The  other  limitation  we  identified  was  the  lack  of  an  IPV  and  trauma  history  over  time. 
Just  as  IPV  over  time  with  or  without  multiple  abusive  partners  impacts  a  woman's  physical 
health,  so  will  all  traumas  that  she  experiences.  Holman,  Silver  and  Waitzkin®®  found  10%  of 
1456  adults  interviewed  in  a  low  income  primary  care  clinic  had  experienced  a  traumatic  event 
in  the  last  year  and  57%  at  least  one  in  their  lifetime.  Studies  examining  these  relationships 
with  physical  health  problems  will  lead  to  a  better  understanding  of  the  role  of  IPV  and  other 
trauma  in  later  health  problems.  However,  each  kind  of  trauma  needs  to  be  assessed 
separately  for  different  diagnoses  and  appropriate  treatments. 

Relationship  of  Findings  to  Previous  Research 

Our  findings  of  a  relationship  between  previous  abuse  and  gynecological,  chronic  stress 
related  and  central  nervous  system  health  problems  are  consistent  with  other  findings  of  long 
term  health  problems  related  to  sexual  abuse  genital  injuries  (gynecological  problems)®®, 
physical  health  problems  aggravated  by  stress  (chronic  stress  related  problems)^®  ®^  and 
neurological  injuries  (central  nervous  system  problems)®. 
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The  etiological  mechanisms  behind  these  findings  have  not  been  fully  explored  in  prior 
research.  This  study  attempted  to  verify  the  plausible  hypothesis  that  the  higher  prevalence  of 
GYN  symptoms  found  here  and  in  other  studies  was  related  to  the  sexual  assault  that  so  often 
accompanies  physical  violence  in  abusive  relationships.  In  spite  of  this  knowledge,  forced  sex 
has  seldom  been  measured  separately.  It  was  interesting  that  as  well  as  the  usual  overlap  of 
physical  and  sexual  abuse,  5%  of  the  women  reporting  IPV  in  this  sample  had  experienced 
intimate  partner  sexual  assault  as  their  only  form  of  victimization.  Increased  STD's,  pelvic  pain, 
painful  intercourse,  fibroids  and  urinary  tract  infections  make  sense  when  reading  battered 
women's  descriptions  of  the  forced  anal  and  vaginal  sex  and  other  sex  practices  they  have 
experienced  from  their  partners'*^ .  Abused  women  also  describe  their  partners  as  having  sex 
with  other  women  but  refusing  to  use  safe  sex  practices  and/or  being  afraid  to  try  to  negotiate 
condom  use  because  of  fear  of  further  abuse^  '*^. 

Even  so,  the  women  reporting  having  experienced  forced  sex  in  this  sample  were  no 
more  likely  to  report  GYN  problems  than  those  reporting  only  physical  abuse.  It  is  possible 
women  under  reported  forced  sex  due  to  its  intimate  nature.  We  did  not  measure  sexually 
controlling  behaviors  such  as  having  affairs  and  refusing  to  use  safe  sex,  and  it  may  be  that 
those  abusive  behaviors  are  just  as  problematic  for  women's  gynecological  health  as  sexual 
assault.  Interestingly,  the  women  also  sexually  assaulted  were  more  likely  to  have  CNS  and 
stress  related  symptoms.  This  may  reflect  the  deep  shame  related  to  any  experience  of  sexual 
assault  for  women  or  that  the  forced  sex  was  a  proxy  for  a  more  severely  abusive  relationship^®. 

The  higher  rate  of  stress  related  physical  symptoms  in  abused  women  found  in  this 
study  are  presumably  not  caused  directly  by  IPV  but  indirectly  through  physiological  response 
mechanisms.  Three  possibilities,  that  may  be  inter-related,  to  explain  conditions  such  as 
hypertension  and  chronic  irritable  bowel  syndrome  are  abuse  exacerbating  stress  mechanisms 
or  genetic  factors  or  other  lifestyle  risks^^ .  Increased  knowledge  of  stress  depressing  the 
immune  system  could  be  an  explanation  for  the  increased  symptoms  of  colds  and  flu  we  found 
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and  other  cold  symptoms  found  by  Leserman  and  colleagues^^ .  These  explanations  are  not 
based  on  physiological  research  on  a  sample  of  battered  women,  but  do  provide  support  for 
such  research  regarding  the  etiology  of  increased  stress  related  and  immune  suppression- 
related  symptoms  and  syndromes  in  battered  women. 

Clinical  Applications 

Many  of  the  symptoms  that  we  and  others  have  found  related  to  intimate  partner 
violence  are  difficult  to  diagnose  and/or  hard  to  treat  or  control.  Providers  who  do  not  routinely 
screen  for  abuse  will  not  necessarily  have  other  indicators  of  IPV  and  may  waste  valuable  time 
searching  for  other  explanations  or  prescribing  treatments  that  an  abused  woman  will  find 
impossible  to  follow  (such  as  decreasing  stress  or  using  safe  sex  practices).  This  is  one  of  the 
reasons  that  may  health  care  professionals  recommend  routine  screening  for  IPV  according  to  a 
protocol  developed  by  an  interdisciplinary  team  of  health  care  professionals  expert  in  IPV^''. 
These  guidelines  recommend  that  women  be  screened  in  primary  care  settings  at  their  periodic 
(especially  gynecological)  examinations  as  well  as  all  visits  for  a  new  chief  complaint. 

Our  findings  regarding  sexual  abuse  within  an  intimate  relationship  demonstrate  the 
need  to  routinely  ask  specifically  about  that  aspect  of  IPV.  The  Abuse  Assessment  Screen  is  a 
four  question  screen  with  established  reliability  and  validity  that  has  a  separate  forced  sex 
question^®.  Health  care  providers  need  to  develop  comfort  in  asking  patients  about  sexual 
abuse,  especially  when  seen  for  gynecological,  chronic  stress  related  or  central  nervous  system 
health  problems. 

The  proximity  of  abuse  was  related  to  higher  numbers  of  health  problems,  but  there  was 
evidence  that  abused  women  remained  less  healthy  over  time.  Physicians  are  becoming  more 
aware  of  the  immediate  health  problems  associated  with  abuse,  and  now  need  to  expand  this 
awareness  to  those  which  persist  or  develop  over  time  or  are  occurring  after  the  woman  has  left 
the  abusive  relationship.  Many  women  may  not  associate  these  problems  with  previous  abuse 
and  therefore  may  not  disclose  abuse. 
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Conclusions 


Overall,  the  rates  for  injuries  were  only  higher  for  women  abused  in  the  past  year.  If 
primary  care  providers  only  screen  for  IPV  when  women  present  with  an  injury  they  will  miss  the 
majority  of  abused  women.  For  providers  to  reach  out  and  identify  the  root  cause  of  presenting 
complaints  of  previously  abused  women,  routine  universal  screening  and  sensitive  in  depth 
assessment  of  women  with  ailments  that  may  be  related  to  chronic  stress  or  neurological 
injuries  or  sexual  assault  is  needed  to  support  disclosure  of  past  IPV.  Routine  assessment  for 
IPV  is  a  matter  of  women's  long  term  health  as  well  as  their  safety.  The  women  in  this  sample 
indicated  that  routine  screening  is  an  acceptable  practice  for  the  majority,  even  those  who  have 
never  been  abused  (see  Gielen  for  full  analysis  and  discussion This  is  a  necessary,  first 


step  toward  effective  intervention. 
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TABLE  1:  Physical  Symptoms  examined  in  this  study  and  examined  in  four  other  studies  for 


battered  women  with  significance  calculated  compared  to  never  battered  women. 


Item  from  this  study  is  Me  Cauley  Coker  Leserman  Plicta 

Underlined,  related  item  &  Assoc  &  Assoc  &  Assoc 

From  other  studies  listed  1995 _ 2000* _ 1998 _ 1996 


General  health  lower  or  Overall  # 
symptoms  higher 

S 

S 

S 

S 

Digestive  oroblem.  Diarrhea  or 
constipation  or  spastic  colon  or 
nausea 

S 

S 

NM 

NM 

Loss  of  aoDetite  or  Eating  binges 
or  making  self  vomit 

S 

NM 

NM 

Abdominal  oain  or  stomach  pain 

S 

NM 

NM 

NM 

Urinary  Tract  Infections  or 
problem  passing  urine  or 
bladder/kidney  infection  or  pain 
with  urination 

S 

S 

S 

Vaainal  infection  or  discharge, 
recurrent  vaginal  infections  or 
vaginal  discharge/itching 

S 

NM 

S 

NM 

STD 

NM 

S 

NM 

NM 

HIV.  AIDS/HIV 

NM 

NM 

NM 

NM 

Vaqinal  bleeding.  Severe 

Menstrual  Problems  or 
dysmenorrhea 

NM 

NM 

NM 

NM 

Pelvic  oain  or  pain  in  pelvis  or 
genital  area  or  chronic  pelvic  pain 

S 

S 

S 

NM 

Fibroids  or  hysterectomy 

NM 

S 

NM 

NM 

Painful  intercourse  or  sexual 
dysfunction 

NM 

S 

S 

NA 

Headaches  or  migraines  or 
freguent  or  severe  headaches 

s 

S 

S 

S 

Fainting  or  passing  out  or 
faintness 

S 

NM 

S 

S 

Seizures,  frequent  seizures  or 
convulsions 

NM 

S 

NM 

NM 

Back  pain,  chronic  neck  or  back 
pain  or  frequent  backaches 

S 

S 

S 

Flu  or  cold,  or  stuffy  or  runny 
nose 

NM 

NM 

S 

NM 

High  blood  pressure  or 
Hypertension 

NM 

S 

NM 

NM 

NM  =  Not  measured  in  study 

S  =  significant  <.05  or  lower;  or  RR  (95%  Cl)  1.0  or  higher 
blank  =  not  significant 


*  Results  weighted  and  significance  reported  as  relative  risk  ratios. 
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Figure  2.  Proportion  of  women  reporting  one  or  more 
health  problems  by  timing  of  abuse  (Weighted) 


GYM*  Stress*  CNS* 
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Table  2.  Sociodemographic  characteristics  of  abused  and  never 
abused  women  (unweighted) _ _ 


Abused 

n=201 


Never 

Abused  Significance 
n=240 


n 

% 

n 

% 

Age 

21-29 

28 

13.9 

23 

9.6 

30-39 

61 

30.3 

81 

33.8 

40-49 

90 

44.8 

106 

44.2 

50-56 

22 

10.9 

30 

12.5 

Ethnicity 

African  American 

109 

54.2 

97 

40.8 

White  European 

83 

41.3 

131 

55.0 

Other 

9 

4.5 

10 

4.2 

Marital  Status 

Married 

73 

36.3 

115 

47.9 

fiO 

24.9 

36 

15.0 

D 1  vorced/separate 

Widowed 

33 

16.4 

7 

2.9 

Single 

45 

22.4 

82 

34.2 

Education 

<HS 

2 

1.0 

5 

2.1 

HS 

31 

30.3 

39 

16.3 

Some  college  * 

69 

34.3 

61 

27.5 

4  year  degree 

43 

21.4 

73 

30.4 

Postgraduate 

26 

12.9 

57 

23.8 

HH  Income 

<30K 

46 

23.6 

36 

15.3 

30K  -  <50K 

71 

36.4 

65 

27.5 

50K  -  <80K 

48 

24.6 

72 

30.6 

>80K 

30 

15.4 

62 

26.4 

NS 


<.05 


<.01 


<.01 


<.01 


Table  3.  Perceptions  of  General  Health  and  Health  Problems  Reported  by  Abused  and 
Never  Abused  Women  in  Past  Year  (weighted) _ _ _ 

Abused***  Never  Abused 


Group 

n 

% 

n 

% 

General 

Excellent  health* 

250 

25.5 

349 

34.8 

Health 

Poor  health* 

122 

12.4 

58 

5.8 

Headaches* 

473 

48.3 

349 

34.8 

CNS 

Fainting 

Back  Pain** 

66 

389 

6.7 

39.7 

26 

252 

2.6 

25.2 

Seizures 

4 

0.4 

0 

0 

STD** 

63 

6.4 

23 

2.3 

HIV 

5 

0.5 

22 

2.2 

Vaginal  bleeding** 

165 

16.8 

65 

6.5 

GYN 

Vaginai  infection** 

297 

30.3 

212 

21.2 

Pelvic  pain* 

169 

17.2 

86 

8.6 

Painful  intercourse** 

126 

12.9 

69 

6.9 

Fibroids 

111 

11.3 

143 

14.3 

Urinary  infection* 

216 

22.3 

125 

12.5 

High  blood  pressure 

137 

14.0 

111 

11.1 

Loss  of  appetite* 

89 

9.1 

31 

3.1 

ChS 

Abdominal  pain* 

211 

21.6 

112 

11.2 

Digestive  probiem* 

345 

35.2 

192 

19.2 

Bad  Coid  or  flu 

292 

29.8 

217 

21.7 

*  p  <.05 

**  p  <.01 

***Abuse  occurred  between  1989  and  1997 

Note.  Levels  of  statistical  significance  based  on  unweighted  logistic  regression 
controiied  for  marital  status,  race,  education  and  income. _ 


50 


Table  4.  Health  problem  categories  experienced  by  abused  and 
never  abused  women  and  percent  of  women  (weighted) 


Abused  Never  Abused 

Health  Problems  _ 


n 

% 

n 

% 

Gynecological 

No  health  problems 

404 

41.2 

580 

57.8 

One  health  problem 

257 

26.2 

195 

19.4 

Two  health  problems 

168 

17.1 

166 

16.6 

Three  or  more 

151 

15.4 

62 

6.2 

Chronic  stress 

No  health  problems 

449 

45.9 

631 

62.9 

One  health  problem 

356 

36.4 

286 

28.5 

Two  health  problems 

119 

12.2 

70 

7.0 

Three  or  more 

55 

5.6 

16 

1.6 

Central  Nervous 

No  health  problems 

368 

37.6 

535 

53.3 

One  health  problem 

318 

32.4 

314 

31.3 

Two  health  problems 

269 

27.4 

150 

15.0 

Three  or  more 

25 

2.6 

4 

0.4 

Total 

No  health  problems 

102 

10.4 

233 

23.2 

One  health  problem 

141 

14.4 

257 

25.6 

Two  health  problems 

190 

19.4 

171 

18.0 

Three  or  more 

547 

55.8 

333 

33.2 

GYN:  STD's,  HIV,  abnormal  vaginal  bleeding,  vaginal  infection,  pelvic  pain,  painful 
intercourse,  fibroids,  urinary  tract  infection 

Chronic  Stress:  high  blood  pressure,  frequent  loss  of  appetite,  abdominal  pain, 
constipation,  diarrhea,  digestive  problems,  cold  or  flu 

Central  Nervous  problems:  headaches,  fainting,  seizures,  back  pain _ 


TABLE  5:  Relative  increase  in  the  rate  of  health  problems,  abused  versus  never 
abused  women.  (Unweighted  negative  binomial  regression) 

Health  Problems 

Incidence  Rate 

Ratio 

Confidence 

Intervals 

P  value 

Gynecological 

1.67 

1.29  2.17 

<  .001 

Chronic  Stress 

1.57 

1.25  1.98 

<.001 

Central  Nervous 

1.49 

1.19  1.87 

<  .001 

All  Health  Problems 

1.58 

1.34  1.86 

<.001 
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Table  6.  Proportion  of  injuries  by  timing  of  abuse.  (Weighted) 


Abused  in  Past  Abused  Prior  to 

Year  Past  Year  _ 


n 

% 

n 

% 

n 

% 

Injuries  requiring 
surgery 

26 

8.8 

30 

4.4 

49 

4.9 

Broken  bones 

4 

1.4 

46 

6.7 

26 

2.6 

Injuries  requiring 
stitches 

10 

3.4 

28 

4.1 

19 

1.9 

Sprains 

30 

10.2 

68 

9.9 

110 

11.0 

Bad  burns 

9 

3.1 

17 

2.5 

26 

2.6 

Concussion 

11 

3.7 

4 

0.6 

9 

0.9 

Facial  Injuries*** 

25 

8.5 

9 

1.3 

4 

***  P  <  .001,  based  on  unweighted  logistic  regression  coefficient 
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III.  Violence  Against  Women:  Legal  and  Public  Policy  Perspectives 


Women’s  Opinions  About  Domestic  Violence 
Screening  and  Mandatory  Reporting 

Andrea  Carlson  Gielen,  ScD,  ScM,  Patricia  J.  O’Campo,  PhD,  Jacquchn  C.  Campbell,  PhD,  RN.  FAAN, 
Janet  Schollenberger,  MHS,  Anne  B.  Woods,  RN,  Alison  S.  Jones,  PhD, 

Jacqueline  A.  D^^nemann,  PhD,  RN,  FAAN,  Joan  Rub,  PhD,  R\,  E.  Clifford  W\’nne,  MD 


Background:  l  le  purpose  of  this  paper  is  to  describe  women's  opinions  and  policy  preferences 
concerning  domestic  \iolence  screening  and  mandaton’  reporting. 

Methods:  This  case-control  study  included  202  abused  women  and  240  randomly  selected  non- 

abused  women  recniited  from  a  large  metropolitan  health  maintenance  organization  who 
were  inteniewed  by  telephone.  Of  these  women,  46.6%  had  a  college  degree,  53.4%  were 
white,  and  60%  had  a  household  income  of  $50,000  or  more. 


Results:  Forn-eight  percent  of  the  sample  agreed  that  health  care  pronders  should  routinely  screen 

all  women,  with  abused  women  1.5  times  more  likely  than  non-abused  women  to  support 
this  policy.  For  mandatoiy  reporting,  48%  preferred  that  it  be  the  woman's  decision  to 
report  abuse  to  the  police.  Women  thought  it  would  be  easier  for  abused  women  to  get 
help  with  routine  screening  (86%)  and  mandatory*  reporting  (73%),  although  concerns 
were  raised  about  increased  risk  of  abuse  with  both  screening  (43%)  and  reporting  (52%) 
policies.  Two  thirds  of  the  sample  thought  women  would  be  less  likely  to  tell  their  health 
care  pro\iders  about  abuse  under  a  mandatory  reporting  policy.  Interventions  offered  in 
manas:ed  care  settin2:s  that  w*ould  be  well  received,  according  to  the  women  in  this  studv, 
include  counseling  senices,  shelters,  and  confidential  hotlines. 

Conclusions:  Women  expressed  fears  and  concerns  about  negative  consequences  of  routine  screening 
and,  even  more  so,  for  mandatory  reporting.  Domestic  \iolence  policies  and  protocols 
need  to  address  the  safet)*,  autonomy,  and  confidentialic)'  issues  that  concern  w'omen. 

Medical  Subject  Headings  (MeSH):  domestic  \iolence,  spouse  abuse,  mandatory'  reporting, 
battered  women,  health  personnel,  preventive  health  services  (Am  J  Prev  Med  2000;19(4): 
279-285)  ©  2000  American  Journal  of  Preventive  Medicine 


Introduction 

It  is  now  well  established  that  domestic  \iolence 
(DV)  is  a  widespread  problem  with  serious  conse¬ 
quences  for  w'omen's  physical  and  mental  health 
and  their  use  of  health  sei'vices.*”"  Without  identifica¬ 
tion,  abused  w’omen  are  denied  documentation  for 
future  reference  in  court  cases,  education  on  preven¬ 
tion,  safety  planning,  options  for  lea\ing  the  abuse,  and 
referrals  to  resources  in  the  community.®  Many  profes¬ 
sional  health  care  organizations  have  called  for  routine 
screening  of  w'omen  for  intimate  partner  \iolence 
(IPV)  9-11  addition,  six  states  have  mandated  that 
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health  care  pronders  report  IPV  to  the  criminal  Justice 

I*’ 

system. 

Both  screening  and  mandatory*  reporting  are  contro¬ 
versial  because  of  a  lack  of  demonstrated  effectiveness 
in  reducing  the  risk  of  riolence  and  because  of  con¬ 
cerns  about  infringing  on  w'omen's  autonomy.^^’^'^*'^^ 
These  debates  about  screening  and  reporting  protocols 
should  be  informed  by  an  understanding  of  women’s 
policy  preferences.  Incorporating  the  perspective  of 
the  intended  audience  in  policy  development  is  not 
only  respectful  of  indiriduals’  autonomy  and  privacy, 
but  should  also  lead  to  initiatives  that  are  more  widely 
supported  and,  thus,  more  likely  to  reach  the  goal  of 
protecting  women  from  further  abuse. 

Only  two  studies  could  be  found  that  address  abused 
and  non-abused  women's  preferences  for  DV  screening 
and  reporting  in  health  care  settings.  In  an  anonymous 
survey,  1128  w'omen  from  11  community  emergency 
departments  (EDs)  were  queried.^'  Although  80%  to 
97%  of  all  women  agreed  with  routine  screening  in  the 
ED,  those  who  w'ere  being  abused  currendy  or  recently 
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were  significantly  less  likely  to  agree  than  women  who 
were  not  being  abused.  Similarly,  although  92%  of 
non-abused  women  agreed  with  mandatory^  reporting 
'  police,  significantly  fewer  of  the  currently  abused 
6%)  and  recently  abused  (82%)  women  did  so. 
Caralis  and  Musialowskie*®  inteniewed  406  female  pa¬ 
tients  in  ambulatory  clinics  in  a  medical  center  that 
serv'ed  veterans.  Of  these  patients,  85%  agreed  that 
physicians  should  routinely  screen  women,  and  79% 
thought  that  physicians  should  report  abuse,  findings 
that  did  not  differ  between  abused  and  non-abused 
women. 

In  our  study  of  a  large,  ethnically  diverse  sample  of 
women  enrolled  in  a  health  maintenance  organization 
(HMO),  we  addressed  the  following  aims:  (1)  to  de¬ 
scribe  women's  opinions  and  policy  preferences  about 
DV  screening  and  mandatory'  reporting,  (2)  to  com¬ 
pare  these  opinions  and  preferences  between  abused 
and  non-abused  women,  (3)  to  examine  the  extent  to 
which  sociodemographic  characteristics  and  disclosure 
of  abuse  are  associated  with  women's  opinions  and 
policy  preferences,  and  (4)  to  describe  women  s  pref¬ 
erences  for  services  that  HMOs  should  provide  to 
abused  women. 

Methods 

Subject  Recruitment 

e  study  was  approved  by  the  Johns  Hopkins  University' 
.stitutional  Review  Board  (IRB),  the  L.S.  Army  Research 
IRB,  and  the  participating  HMO's  national  and  regional 
IRBs.  Letters  asking  women  to  participate  in  a  women's 
health  survey  were  sent  to  a  total  of  21.426  female  enrollees  of 
a  metropolitan  Wasliington,  DC— area  HMO  in  two  separate 
mailings  in  fall  1997  and  fall  1998.  Women  were  selected  for 
the  mailing  if  thev  were  between  the  ages  of  21  and  55  years 
at  the  time  of  the  recruitment  and  had  been  enrolled 
continuously  in  the  HMO  from  1995  through  1997.  For  safety 
reasons,  no  reference  to  “abuse"  was  made  in  the  recniitment 
letter.  Twelve  percent  or  2535  women  returned  consent 
forms  that  gave  permission  for  our  interviewers  to  call.  Of 
these  women,  447  (17.6%)  could  not  be  located.  Of  those 
located.  76  (3.6%)  refused  to  participate  and  7  (<1%)  were 
ineligible  because  they  were  no  longer  in  the  HMO.  Thus,  a 
total  of  2005  women  completed  the  telephone  screening 
intemew.  from  which  case  and  control  subjects  were  selected. 

Definition  of  Case  and  Control  Subjects 

Women  were  screened  for  two  dimensions  of  abuse  (physical 
or  sexual),  using  a  modified  .Abuse  .Assessment  Screen. ^ 
First,  women  were  considered  to  have  been  physically  abused 
if  tliev  answered  yes  to  either  of  the  following  two  questions: 
"Have  vou  ever  as  an  adult  been  phvsicallv  abused  by  a 
husband,  bovfriend.  or  female  parinerr"  and  "Have  you  ever 
’  ‘n  hit.  .slapped,  kicked,  pushed,  or  shoved,  or  othendse 
sicallv  hurt  bv  a  current  or  previous  husband,  boyfriend, 
or  female  partner?"  Women  were  classified  as  having  been 
sexuallv  abused  if  thev  gave  a  positive  response  to  “Have  you 


ever,  as  an  adult,  been  forced  into  sexual  activities  by  a 
husband,  bovfriend,  or  female  partner?"  Dates  of  the  abuse 
were  recorded,  and  women  who  reported  having  been  phys¬ 
ically  or  sexually  abused  since  1989  were  selected  as  case 
subjects.  Women  who  answered  no  to  all  three  of  these 
questions  were  eligible  to  be  control  subjects.  A  random 
selection  process  was  programmed  into  the  Computer  As¬ 
sisted  Telephone  Interview  (CATI)  system  such  that  one  of 
even*  nine  eligible  control  women  were  selected. 

Sample 

Immediately  after  completing  the  screening  intemew, 
women  selected  as  case  and  control  subjects  were  asked  to 
participate  in  an  in-depth  interview,  which  required  an  aver¬ 
age  of  25  minutes  to  complete.  Among  231  case  subjects 
asked  to  participate,  202  (87.4%)  completed  the  in-depth 
interview  and  29  (12.6%)  refused.  Of  the  264  control  subjects 
asked  to  participate,  240  (90.9%)  completed  the  interview 
and  24  (9.1%)  refused. 

Measures 

In  addition  to  standard  demographic  variables,  the  suney 
included  items  to  measure  women's  opinions,  operational¬ 
ized  as  beliefs  about  the  consequences  of  routine  screening 
and  mandaton*  reporting.  This  process  was  introduced  by 
reading.  “We  are  interested  to  know  how  women  who  expe¬ 
rience  abuse  can  be  a.ssisted.  Every  woman's  perspective  is 
unique  and  valuable.  Please  tell  me  if  you  agr  ee  or  disagree 
with  the  following  items."  Beliefs  about  the  consequences  of 
routine  screening  were  measured  by  reading  women  six  items 
(Table  1).  Women’s  policy  preference  for  routine  screening 
was  then  ascertained  with  the  answer  to  a  single  yes  or  no 
item,  “Do  vou  think  doctors  and  nurses  should  ask  all  women 
at  all  visits  if  they  are  being  physically  or  se.xually  abused."" 

For  beliefs  about  the  consequences  of  mandatory  report¬ 
ing.  women  were  asked:  “If  health  care  providers  were  re¬ 
quired  bv  law  to  report  abuse  to  the  police,  do  you  agree  or 
disagree  that  the  following  v\ill  happen"  and  five  items 
followed  (Table  1).  Women's  policy  preference  for  manda¬ 
tory  reporting  was  ascertained  by  the  following  item:  “Two 
ways  have  been  proposed  for  how  health  providers  should 
respond  when  a  woman  says  she  is  abused.  I'd  like  to  know 
which  one  you  think  is  better:  The  health  care  provider  is 
required  bv  law  to  report  the  abuse  to  the  police;  or  it  is  up  to 
the  woman  to  decide  if  the  health  provider  reports  the  abuse 
to  the  police"  (Table  1). 

Abused  women  were  asked  if  thev  had  ever  talked  about 
their  abuse  with  a  health  care  provider  and.  if  so.  to  rate  how 
helpful  the  provider  was  on  a  -Lpoint  scale  from  "not  helpful 
to  "entirelv  helpful."  A  final  open-ended  item  was  included, 
asking  abused  women  what  senices  they  thought  their  health 
plan  should  offer  to  help  abused  women.  Inteniewers  re¬ 
corded  verbatim  responses,  which  were  data  entered,  coded, 
and  tallied. 

Statistical  Analyses 

We  employed  multivariate  regression  for  significance  testing 
and  adjustment  methods  to  obtain  prevalence  rates.  Because 
case  and  control  .subjects  were  significantly  different  in  edu¬ 
cation,  income,  race,  and  marital  status  (Table  2),  all  com- 
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Table  1.  Women's  beliefs  and  policy  preferences  concernin 
proportions _ _  — 


g  routine  screening  and  mandatoiy  reporting,  weighted 
Agreeing  with  item  (%) 


Total  sample  Case  subjects  Control  subjects 

<N=1988)  abused  women  non-abused  w'omen 


Consequences  of  routine  screening 

Women  would  be  offended  or  embarrassed 

Women  who  are  not  being  abused  would  be  insulted 

It  would  be  easier  for  abused  women  to  get  help 

Abused  women  might  lose  their  health  insurance 

It  would  put  women  at  more  risk  for  being  hurt  by  their  abuser 

Women  would  be  glad  someone  took  an  interest 

Consequences  of  mandatory  reporting 
Women  would  find  it  easier  to  get  help 

Women  would  be  at  greater  risk  for  being  abused  ^ 

Women  would  like  ha\ing  someone  else  be  responsible  foi  calling 

the  police  , 

Women  would  be  less  likely  to  tell  their  health  care  prouder  about 

the  abuse  ,,  u  r 

Women  would  resent  losing  control  over  when  to  call  the  police 

Policy  preferences 

Agree  that  health  care  prouders  should  routinely  screen  all  women 
for  physical  and  sexual  abuse  at  all  \isits 
Prefer  that  reporting  abuse  to  police  is  the  woman  s  decision _ 


48.9 

27.6 
86.1 
ll.O 

42.9 

95.6 


73.1 

52.0 

85.8 

67.3 

41.7 


47.8 

47.6 


48.2 

33.4 

85.2 

10.4 

39.5 
96.9 


71.5 

54.2 

81.1 

68.0 

45.0 


54.5 

53.7 


49.6 

22.3 
87.0 

11.7 

46.3 

94.3 


74.7 
50.0 
90.4 

66.7 
38.6 


41.5 

42.1 


parisons  of  these  rwo  groups  had  to  account  for  these 
differences. 

Regression 

All  statistical  testing  for  differences  in  beliefs  and 
policy  preferences  between  case  and  control  subjects 
was  accomplished  with  the  use  of  SPSS  software  and 
employed  methods  of  multiple  logistic  regression  that 
allowed  us  to  examine  the  association  of  case  and 
control  status  and  to  adjust  for  the  variables  on  which 
the  tw'o  groups  differed.  M\  regression  models  con¬ 
tained  indicator  variables  for  case  or  control  status, 
education,  income,  race,  and  marital  status;  p<0.0o  was 
used  as  the  criterion  for  statistical  significance.  Odds 
ratios  (OR)  and  95%  confidence  inten-als  (Cl)  are 
presented  for  all  statistically  significant  variables.  Wlien 
comparing  within  cases  for  those  who  disclosed  their 
abuse  versus  those  who  did  not  (Table  3),  chi-square 
statistics  computed  on  the  unweighted  data  were 
used. 


Standardization 

WTien  calculating  the  proportions  for  the  rwo  groups 
of  w'omen  holding  certain  beliefs  or  preferring  certain 
policies,  w^e  employed  methods  of  direct  adjustment  to 
account  for  the  differences  in  the  two  samples  with 
respect  to  education,  race,  income,  and  marital  status. 
For  the  direct  adjustment  to  obtain  proportions  for 
case  and  control  subjects,  we  identified  a  ‘‘standard 
population  that  would  ensure  comparabiliw  on  educa¬ 
tion,  race,  income,  and  marital  status. ■“  W  e  chose  as  the 
standard  population  the  group  of  w'omen  who  weie 
screened  for  eligibilin-  for  our  study  (N  =  2005),  which 
w^s  thought  to  be  ideal  as  these  women  repiesent  the 
population  to  which  we  wish  to  generalize  results  that 
is,  a  group  of  HMO  enrollees. 

To  accomplish  the  standardization,  we  assigned 
weights  to  each  of  the  case  and  control  subjects.  We 
obtained  weights  by  stratifying  the  case  and  control 
subjects,  separately,  on  four  adjustment  variables:  edu- 


TaKlf*  9.  Sinriodemograohic  characteristics  _ _ _ _ _ _ _ _ _ _ — ,  .77 

Case  subjects 
abused  women 
(n=202) 

Control  subjects 
non-abused  women 
(n=240) 

Total 

sample 

(«=442) 

Weignieo 

sample 

(n=1988) 

Education*  (%  college  graduate) 

Ethnicin*  (%  white) 

Marital  status*  (%  married) 

Household  income*  (%  ^$50.000/year) 

Age  (%  <40  year) 

34.2 

40.6 

37.1 

39.8 

55.0 

54.2 

55.0 

47.5 

57.0 

55.8 

45.0 

48.4 

42.8 

49.2 

55.4 

46.6 

53.4 

57.6 

60.0 

53.9 

*/K0.05  by  X'  analysis. 
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Table  3.  Multiple  logistic  regression  analysis  of  women’s  beliefs  and  policy  preferences  concerning  routine  screening  and 
mandatorr  reporting  among  202  abused  women  and  240  non-abused  women,  odds  ratios  (95%  confidence  inten^ls) 

Marital  status 


liefs  about  consequences 
and  policy  preferences 


Case/control 
status  (abused  vs 
non-abused) 


Ethnicity 

(African-American 
vs  white/other) 


Income 
(<$50,000  vs 
S:$50,000) 


Education 
(<  college 
vs  other) 


(married 
vs  other) 


Routine  screening 
Women  would  be  offended  — 

or  embarrassed 

Women  who  are  not  being  1.72  (1.10-2.68) 
abused  would  be  insulted 
Abused  women  might  lose  — 

their  health  insurance 
It  would  put  women  at  — 

more  risk  for  being  hurt 
by  their  abuser 

Women  would  be  glad  — 

someone  took  an  interest 


2.27  (1.48-3.49)  —  — 

1.85  (1.15-2.97)  —  — 

_  —  0.50  (0.25-1.02) 

1.50  (0.97-2.32)  —  1.60  (1.03-2.48) 

_  0.30  (0.11-0.88)  — 


Mandatory  reporting 

Women  would  find  it  easier  —  hOl  (0.98-2.65) 

..  to  get  help 

Women  would  like  having  0.50  (0.27-0.92) 
someone  else  be 
responsible  for  calling 
the  police 

Women  would  resent  losing  — 
control  over  when  to  call 
the  police 


Policy  preferences 

Agree  that  health  care  1.53  (1.02-2.3)  — 

providers  should 
"outinely  screen  all 
/omen  for  physical  and 
sexual  abuse  at  all  visits 

Prefer  that  reporting  abuse  1.41  (0.93—2.13)  0.54  (0.35-0.83) 

to  police  is  the  woman's 

decision  _ _ 


1.52  (0.96-2.42) 


0.62  (0.4-0.9) 


cation  (graduate  degree  vs  up  to  a  four-year  college 
degree  vs  high  school  degree  or  less),  race  (white  vs  all 
others),  annual  household  income  (<S50,000  \s 
>S50,000),  and  marital  status  (married  vs  all  others). 
For  case  subjects,  control  subjects,  and  the  standard 
population,  we  identified  the  number  of  women  within 
the  24  strata  of  education,  race,  income,  and  marital 
status.  We  then  obtained  strata-specific  ratios  of  stan¬ 
dard  population  to  the  case  and  control  subjects.  We 
created  the  weights  (separately  for  case  and  control 
subjects)  by  apphing  the  strata-specific  ratio  to  each 
woman  within  the  strata.  ^Ve  applied  the  weights  such 
that  the  case  and  control  subjects  w'ould  each  represent 
half  the  standard  population,  as  they  are  approximately 
equal  in  number  when  not  weighted.  All  proportions 
presented  concerning  the  sample  of  case  and  control 
subjects  are  based  on  the  weighted  data.  Because  the 
weighted  data  are  much  larger  in  size  than  our  case  and 
control  population,  performing  statistical  tests  on  the 
ghted  population  would  result  in  inappropriate  p 
s allies;  therefore,  statistical  tests  were  performed  with 
the  use  of  the  multivariate  logistic  regression  method 
with  unweighted  data  described  above. 


Results 

Sample 

Abused  and  non-abused  women  differed  significantly 
on  all  indicators  except  age  (Table  2).  Abused  women 
were  less  likely  to  be  college  graduates,  white,  married, 
or  have  an  annual  household  income  of  >$50,000  per 
year. 

Beliefs  About  the  Consequences  of  Routine 
Screening  and  Mandatory  Reporting 

\'irtually  all  women  (86%)  agreed  that  routine  screen¬ 
ing  would  make  it  easier  for  abused  women  to  get  help, 
96%  agreed  that  they  w’ould  be  glad  someone  took  an 
interest,  and  11%  thought  that  women  might  lose  their 
health  insurance  (Table  1).  Almost  three  quarters  of 
the  sample  thought  mandatory  reporting  would  make  it 
easier  for  abused  w'omen  to  get  help;  at  the  same  time, 
two  thirds  thought  that  women  would  be  less  likely  to 
tell  their  health  care  provider,  and  one  half  of  the 
sample  thought  it  would  put  women  at  increased  risk 
from  their  abuser  (Table  1). 
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Table  4.  Abused  women's  beliefs  and  poliq-  preferences  concerning  routine  screening  and  mandaiorv  reporting  by 
disclosure  of  abuse  to  health  care  provider^ _ 


Agreeing  with  item 

Did  not 

Disclosed  {%) 

disclose  {%) 

p  value* 

47.9 

60.4 

0.13 

35.4 

37.7 

0.86 

77.1 

86.3 

0.17 

12.8 

9.0 

0.57 

29.2 

46.1 

0.04 

91.8 

95.2 

0.47 

63.3 

76.6 

0.07 

47.7 

55.6 

0.39 

79.2 

80.6 

0.84 

55.3 

71.3 

0.04 

39.6 

45.3 

0.51 

Consequences  of  routine  screening 

Women  would  be  offended  or  embarrassed 

Women  who  are  not  being  abused  would  be  insulted 

It  would  be  easier  for  abused  women  to  get  help 

Abused  women  might  lose  their  health  insurance 

It  would  put  women  at  more  risk  for  being  hurt  by  their  abuser 

Women  would  be  glad  someone  took  an  interest 

Consequences  of  mandatory  reporting 
Women  would  find  it  easier  to  get  help 
Women  would  be  at  greater  risk  for  being  abused 
Women  would  like  haring  someone  else  be  responsible  for  calling 
the  police 

Women  would  be  less  likely  to  tell  their  health  care  prorider 
about  the  abuse 

Women  would  resent  losing  control  over  when  to  call  the  police 


’•'Based  on  chi-square  analysis. 

*n  varies  between  180  and  195  because  of  elimination  of  ‘'don't  know”  responses. 


After  the  adjustment  for  socioeconomic  variables, 
abused  women  relative  to  non-abused  women  were  1.7 
times  more  likely  to  believe  that  routine  screening 
would  insult  women  who  are  not  being  abused  and  1.5 
limes  more  likely  to  believe  that  it  would  put  women  at 
more  risk  for  being  hurt  by  their  abuser  (Table  3). 
Controlling  for  abuse  status  and  other  sociodemo¬ 
graphic  variables,  African-American  women  relative  to 
women  of  other  ethnic  groups  were  more  likely  to  think 
that  routine  screening  would  offend,  embarrass,  and 
insult  women,  although  they  were  more  likely  to  believe 
that  mandator)'  reporting  would  make  it  easier  for 
women  to  get  help.  Women  \vith  family  incomes 
<$50,000  compared  with  higher-income  women  were 
significantly  less  likely  to  think  that  routine  screening 
would  make  women  feel  “glad  someone  took  an  inter¬ 
est”  and  significantly  more  likely  to  think  that  manda¬ 
tor)'  reporting  would  make  women  resent  losing  con¬ 
trol  over  when  to  call  the  police. 

Policy  Preferences  for  Routine  Screening 
and  Mandatory  Reporting 

A  higher  proportion  of  abused  women  than  non- 
abused  women  supported  routine  screening  (54%  vs 
42%)  and  preferred  a  policy  under  which  reporting 
abuse  is  the  woman's  decision  (54%  vs  42%)  (Table  1). 
Abused  women  relative  to  non-abused  women  were  1.5 
times  more  likely  to  support  routine  screening  and  1.4 
limes  more  likely  to  prefer  woman-controlled  reporting 
over  mandatory  reporting  by  health  proriders,  adjust¬ 
ing  for  sociodemographic  variables  (Table  4).  Of  all  the 
sociodemographic  variables  examined,  only  ethnicity 
was  a  significant  correlate  of  polic)'  preferences:  Afri¬ 
can-American  women  were  less  likely  than  women  of 


other  ethnic  groups  to  support  woman-controlled  re¬ 
porting  over  mandaion’  reporting  by  health  proriders. 

Disclosure  of  Abuse  to  Health  Care  Providers 

Of  the  202  abused  women,  51  (25.4%)  had  talked  to  a 
health  care  prorider  about  the  abuse;  of  those  women, 
9.8%  said  the  experience  was  not  helpful,  whereas 
74.5%  said  it  was  either  somewhat  or  entirely  helpful. 
Women  who  had  not  discussed  their  abuse  with  a 
health  care  prorider  were  significantly  more  likely  than 
those  who  had  to  think  that  routine  screening  would 
put  women  at  greater  risk  for  being  hurt  by  their  abuser 
(46%  vs  29%)  and  that  they  would  be  less  likely  to  tell 
their  health  care  prorider  about  the  abuse  if  there  were 
a  policy  of  mandator)-  reporting  (71%  vs  55%)  (Table 
4).  Policy  preferences  did  not  differ  by  whether  or  not 
the  women  had  disclosed  the  abuse  to  a  health  care 
prorider  (data  not  shown). 

Women’s  Suggestions  for  HMO  Services 

Of  the  120  responses  prorided,  78  (65%)  suggested 
that  counseling  serv  ices  be  prorided  for  abused  women. 
Some  women  elaborated  on  t)npes  of  counseling,  exam¬ 
ples  of  which  included  mental  health  services,  self¬ 
esteem,  and  education  on  how  to  get  help.  Other 
frequently  mentioned  services  were  referral  to  shelters 
(16%)  and  hotlines  (6%). 

Discussion 

A  far  lower  percentage  of  both  abused  and  non-abused 
women  in  this  managed  care  sample  agreed  with  rou¬ 
tine  screening  than  did  those  in  the  other  previous 
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large-scale  survey  of  emergency  room  and  ambulatory 
care  patients.'"'^®  The  differences  in  settings  and  data 
collection  methods  may  explain  these  discrepant  re¬ 
sults.  Women  seeking  medical  care  at  the  time  of  the 
mterview'^'^®  may  be  different  from  women  reached  at 
home  for  a  telephone  interview,  as  in  our  study.  An¬ 
other  possible  explanation  is  that  we  obtained  more 
carefully  considered  responses  from  the  women  in  our 
sample  because  we  elicited  their  policy  preferences 
after  a  series  of  items  that  required  them  to  think  about 
potential  positive  and  negative  consequences  of  routine 
screening.  The  lowered  enthusiasm  we  found  may 
reflect  some  of  the  real  complexities  of  the  issues  that 
the  women  became  more  aware  of  as  they  answered  the 
prior  questions. 

Nevertheless,  women  for  whom  routine  screening  is 
designed  to  help — abused  women — ^were  1.5  times  as 
likely  as  non-abused  women  to  support  routine  screen¬ 
ing,  even  after  adjusting  for  sociodemographic  differ¬ 
ences  between  the  nvo  groups.  Moreover,  the  majoritv’ 
of  women  in  both  groups  believed  that  screening  would 
make  it  easier  for  women  to  get  help  and  would  make 
women  feel  glad  that  someone  was  taking  an  interest. 
These  results  lend  support  to  a  continued  recommen¬ 
dation  for  routine  screening. 

Mechanisms  are  needed  to  minimize  the  potential 
negative  consequences  of  screening  that  concerned 
women.  We  found  a  high  percentage  (49%)  of  women 
lying  that  they  would  be  offended  or  embarrassed. 

.  /lore  troubling  is  the  finding  that  39.5%  of  all  abused 
women  and  46.1%  of  the  abused  women  \\ho  had  Tiot 
discussed  their  abuse  with  a  health  caie  provider 
thought  routine  screening  would  put  abused  women  at 
greater  risk  for  being  hurt.  Screening  protocols  and 
patient  information  materials  must  incorporate  safetv' 
planning  and  honest  discussion  with  women  about  the 
safest  options  for  them  to  pursue  as  they  trv  to  end  the 
abuse. 

Support  for  a  policy  of  mandatorv-  reporting  was  not 
widespread  in  this  sample.  More  than  one  half  of  the 
abused  women  (53.7%)  preferred  a  policy  under  which 
reporting  abuse  to  the  police  is  the  woman  s  decision. 
Abused  w'omen  were  1.4  times  as  likely  as  non-abused 
women  to  take  this  position.  Given  that  the  poliev  is 
designed  to  help  abused  women,  their  preferences  and 
concerns  warrant  serious  consideration  in  the  design  of 
such  policies. 

Abused  women  were  half  as  likely  as  non-abused  to 
believe  that  women  would  like  having  someone  else  be 
responsible  for  calling  the  police.  The  loss  of  autonomy 
inherent  with  mandatoiy  reporting  that  has  been  dis¬ 
cussed  in  the  literature^^*^^  -^  was  rehected  in  the  item 
that  women  would  resent  losing  control  over  when  to 
-all  the  police,  which  was  endorsed  by  slightly  more 
jused  (45%)  than  non-abused  women  (39%). 

Two  thirds  of  all  women  felt  that  mandatoiy  report- 
ino”  would  decrease  w'omen's  likelihood  of  disclosing 


their  abuse  to  their  health  care  provider.  Abused 
women  who  had  not  discussed  their  abuse  with  a  health 
care  provider  w^ere  more  likely  to  think  that  mandatory 
reporting  would  be  a  barrier  to  disclosure,  suggesting 
that  fear  may  have  been  the  reason  these  particular 
abused  women  had  not  discussed  the  abuse  with  their 
health  care  provider.  However,  one  quarter  of  women 
in  this  sample  had  in  fact  talked  with  their  health  care 
provider  and  reported  that  the  health  care  provider  was 
helpful,  which  lends  further  support  to  the  potential 
benefit  of  routine  screening. 

Nevertheless,  it  is  important  to  recognize  that  women 
expressed  fears  and  concerns  about  the  negative  con¬ 
sequences  of  routine  screening  and,  even  more  so,  of 
mandatory  reporting.  Neither  routine  screening  nor 
mandatory  repordng  has  ever  been  evaluated  for  its 
effect  on  women’s  safety  in  any  kind  of  experimental 
study,^'*  and  this  ev'aluadon  is  clearly  needed.  Mean¬ 
while,  policy  and  the  protocols  to  implement  them 
must  find  ways  to  minimize  the  likelihood  that  more 
harm  than  good  comes  from  routine  screening  and 
mandatorv'  repordng.  Interventions  offered  in  man¬ 
aged  care  settings  that  would  be  well  received,  accord¬ 
ing  to  the  women  in  this  study,  include  counseling 
services,  shelters,  and  confidential  hotlines. 

Conclusions 

Although  non-abused  women  were  not  as  sure  about 
routine  universal  screening  in  this  managed  care  set¬ 
ting,  a  slight  majority  (54%)  of  the  abused  women 
supported  the  praedee.  Both  groups  believed  that  it  was 
a  way  for  women  to  get  help  and  for  health  care 
professionals  to  show  interest  and  concern  about  IPV. 
Women  who  had  discussed  their  abuse  with  a  health 
care  provider  generally  found  this  discussion  to  be  a 
helpful  experience.  Women's  fears  of  being  offended, 
embarrassed,  or  at  greater  risk  from  an  abuser  need  to 
be  addressed  in  routine  screening  policies.  Women 
v^'ould  appreciate  the  health  care  provider  offering  to 
call  the  police  to  take  on  this  responsibiliy  for  them, 
while  at  the  same  time  there  was  strong  support  for 
leaving  the  ultimate  decision  about  calling  the  police 
up  to  the  woman.  Such  an  approach  is  respectful  of  the 
concerns  for  safey,  autonomy,  and  confidendaliy  ex¬ 
pressed  by  the  abused  women  in  this  sample. 


Any  errors  are  the  authors’  oun. 
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Women’s  Opinions  About  Domestic  Violence 
Screening  and  Mandatory  Reporting 
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Background:  l‘ie  purpose  of  this  paper  is  to  describe  women’s  opinions  and  policy  preferences 
concerning  domestic  tiolence  screening  and  mandatoiy  reporting. 

Methods:  This  case-control  studv  included  202  abused  women  and  240  randomly  selected  non- 

abused  women  recruited  from  a  large  metropolitan  health  maintenance  organization  who 
were  inteniewed  bv  telephone.  Of  these  women,  46.6%  had  a  college  degree.  53.4%  were 
white,  and  60%  had  a  household  income  of  $50,000  or  more. 


Results: 


Conclusions: 


Forte-eicrht  percent  of  the  sample  agreed  that  health  care  protiders  should  routinely  screen 
all  women,  with  abused  women  1.5  times  more  likely  than  non-abused  women  to  support 
this  policv.  For  mandators'  reporting,  48%  preferred  that  it  be  the  woman  s  decision  to 
report  abuse  to  the  police.  Women  thought  it  would  be  easier  for  abused  women  to  get 
help  with  routine  screening  (86%)  and  mandatory  reporting  (73%),  although  concerns 
were  raised  about  increased  risk  of  abuse  ssith  both  screening  (43%)  and  reporting  (c-  'W 
policies.  Two  thirds  of  the  sample  thought  w-omen  would  be  less  likely  to  tell  their  health 
care  prosiders  about  abuse  under  a  mandatory  reporting  policy.  Intersentions  offered  m 
managed  care  settings  that  would  be  well  received,  according  to  the  women  in  this  study, 
include  counseling  senices,  shelters,  and  confidential  hotlines. 

Women  e.xpressed  fears  and  concerns  about  negative  consequences  of  routine  screening 
and.  even  more  so,  for  mandatoiy  reporting.  Domestic  violence  policies  and  protocols 
need  to  address  the  safet)-,  autonomy,  and  confidentialitv'  issues  that  concern  women. 


Medical  Subject  Headings  (MeSH):  domestic  violence,  spouse  abuse,  mandatory  reportiirg, 
battered  women,  health  personnel,  preventive  health  services  (Am  J  Prev  Med  2000;19(4): 
279-285)  ©  2000  American  Journal  of  Preventive  Medicine 


Introduction 

t  is  now  well  established  that  domestic  violence 
(DV)  is  a  widespread  problem  with  serious  conse¬ 
quences  for  women  s  physical  and  mental  health 
and  their  use  of  health  senices.*”'  Without  identifica¬ 
tion,  abused  women  are  denied  documentation  for 
future  reference  in  court  cases,  education  on  preven¬ 
tion,  safety  planning,  options  for  leaving  the  abuse,  and 
referrals  to  resources  in  the  communitv'.®  Many  profes¬ 
sional  health  care  organizations  have  called  for  routine 
screening  of  women  for  intimate  partner  violence 
(IPV).®”**  In  addition,  six  states  have  mandated  that 
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health  care  providers  report  IPV  to  the  criminal  justice 
system. 

Both  screening  and  mandatory*  reporting  are  contro¬ 
versial  because  of  a  lack  of  demonstrated  effectiveness 
in  reducing  the  risk  of  \*iolence  and  because  of  con¬ 
cerns  about  infringing  on  women’s  autonomy.^^*^^"  ^ 
These  debates  about  screening  and  reporting  protocols 
should  be  informed  by  an  understanding  of  women  s 
policy  preferences.  Incorporating  the  perspective  of 
the  intended  audience  in  policy  development  is  not 
only  respectful  of  indhiduals’  autonomy  and  privacy, 
but  should  also  lead  to  initiatives  that  are  more  widely 
supported  and,  thus,  more  likely  to  reach  the  goal  of 
protecting  women  from  further  abuse. 

Only  two  studies  could  be  found  that  address  abused 
and  non-abused  women’s  preferences  for  DV  screening 
and  reporting  in  health  care  settings.  In  an  anonymous 
survey,  1128  women  from  11  community  emergency 
departments  (EDs)  were  queried.^'  Although  80%  to 
97%  of  all  women  agreed  with  routine  screening  in  the 
ED,  those  who  were  being  abused  currently  or  recently 
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were  significantly  less  likely  to  agree  than  women  who 
were  not  being  abused.  Similarly,  although  92%  of 
non*abused  women  agreed  with  mandaton-^  reporting 
police,  significantly  fewer  of  the  currently  abused 
6%)  and  recently  abused  (82%)  women  did  so. 
Caralis  and  Musialowskie^®  inter\-iewed  406  female  pa¬ 
tients  in  ambulatory  clinics  in  a  medical  center  that 
ser\’ed  veterans.  Of  these  patients,  85%  agreed  that 
physicians  should  routinely  screen  women,  and  79% 
thought  that  physicians  should  report  abuse,  findings 
that  did  not  differ  between  abused  and  non-abused 
women. 

In  our  study  of  a  large,  ethnically  diverse  sample  of 
women  enrolled  in  a  health  maintenance  organization 
(HMO),  we  addressed  the  following  aims:  (1)  to  de¬ 
scribe  women’s  opinions  and  policy  preferences  about 
DV  screening  and  mandatory'  reporting,  (2)  to  com¬ 
pare  these  opinions  and  preferences  beuveen  abused 
and  non-abused  women,  (3)  to  examine  the  extent  to 
'\vhich  sociodemographic  characteristics  and  disclosure 
of  abuse  are  associated  with  women’s  opinions  and 
policy  preferences,  and  (4)  to  describe  women’s  pref¬ 
erences  for  senices  that  HMOs  should  protide  to 
abused  women. 

Methods 

Subject  Recruitment 

e  study  was  approved  by  the  Johns  Hopkins  Universiw 
.ititutional  Renew  Board  (IRB).  the  U.5.  Army  Research 
IRB,  and  the  participating  H.MO’s  national  and  regional 
IRBs.  Letters  asking  women  to  participate  in  a  women’s 
health  survey  were  sent  to  a  total  of  21.426  female  enrollees  of 
a  metropolitan  Washington.  DC—area  HMO  in  n^'o  separate 
mailings  in  fall  1997  and  fall  1998.  Women  wei'e  selected  for 
the  mailing  if  thev  were  beuveen  the  ages  of  21  and  55  years 
at  the  time  of  the  recruitment  and  had  been  enrolled 
coiuinuouslv  in  the  HMO  from  1993  through  199/.  Forsafen 
reasons,  no  reference  to  “abuse  was  made  in  the  recruitment 
letter.  Twelve  percent  or  2535  women  returned  consent 
forms  that  gave  permission  for  our  inteniewers  to  call.  Of 
these  women,  447  (17.6%)  could  not  be  located.  Of  those 
located.  76  (3.6%)  lefu.sed  to  participate  and  7  (<1%)  were 
ineligible  because  they  were  no  longer  in  the  HMO.  Thus,  a 
total  of  2005  women  completed  the  telephone  sci-eening 
interview,  fr  om  which  case  and  control  subjects  were  selected. 

Definition  of  Case  and  Control  Subjects 

W'tnnen  wer  e  screened  for  two  dimensions  of  abuse  (physical 
or  sexual),  using  a  modified  .Abuse  .Assessment  Scr'een-^  ’*"'^ 
First,  women  were  considered  to  have  been  physically  abused 
if  thev  answered  yes  to  either  of  the  following  two  questions: 
“Have  vou  ever  as  an  adult  been  phvsically  abused  by  a 
husband,  btnfriend.  or  female  partner  ?”  and  “Have  you  ever 
’  ‘u  hit.  slapped,  kicked,  pushed,  or  shoved,  or  othendse 
sicallv  hurt  bv  a  current  or  previous  hirsband.  bovfriend. 
(u*  female  partner?”  W’tnnen  were  classified  as  having  been 
sexuallv  al)used  if  tlvev  gave  a  positive  response  to  “Have  vou 


ever,  as  an  adult,  been  forced  into  sexual  activities  by  a 
husband,  bovfriend,  or  female  partner?”  Dates  of  the  abuse 
were  recorded,  and  women  who  reported  having  been  phys¬ 
ically  or  sexually  abused  since  1989  were  selected  as  case 
subjects.  W^omen  who  answered  no  to  all  three  of  these 
questions  were  eligible  to  be  control  subjects.  A  random 
selection  process  was  programmed  into  the  Computer  As¬ 
sisted  Telephone  Interview  (CATI)  system  such  that  one  of 
everv  nine  eligible  control  women  were  selected. 

Sample 

Immediately  after  completing  the  screening  interview, 
women  selected  as  case  and  control  subjects  were  asked  to 
participate  in  an  in-depth  inteniew,  which  required  an  aver¬ 
age  of  25  minutes  to  complete.  Among  231  case  subjects 
asked  to  participate,  202  (87.4%)  completed  the  in-depth 
inteniew  and  29  (12.6%)  refused.  Of  the  264  control  subjects 
asked  to  participate,  240  (90.9%)  completed  the  inteniew 
and  24  (9.1%)  refused. 

Measures 

In  addition  to  standard  demographic  variables,  the  suney 
included  items  to  measure  women’s  opinions,  operational¬ 
ized  as  beliefs  about  the  consequences  of  routine  screening 
and  mandaton-  reporting.  This  process  was  introduced  by 
reading.  “We  are  interested  to  know  how  women  who  expe¬ 
rience  abuse  can  be  a.ssisied.  Even-  woman’s  perspective  is 
unique  and  valuable.  Please  tell  me  if  you  agree  or  disagree 
with  the  follovring  items.”  Beliefs  about  the  consequences  of 
routine  screening  were  measured  by  reading  women  six  items 
(Table  1).  Women's  policy  preference  for  routine  screening 
was  then  ascertained  with  the  answer  to  a  single  yes  or  no 
item.  “Do  vou  think  doctors  and  nurses  should  ask  all  women 
at  all  visits  if  they  are  being  physically  or  sexually  abused?” 

For  beliefs  about  the  consequences  of  mandatorv'  report¬ 
ing,  women  were  asked:  “If  health  care  providers  were  re¬ 
quired  bv  law  to  report  abuse  to  the  police,  do  you  agree  or 
disagree  that  the  follovring  will  happen  and  five  items 
follovved  (Table  1).  Women’s  policy  preference  for  manda¬ 
tory  reporting  was  ascertained  by  the  follovring  item:  “Two 
wavs  have  been  proposed  for  how  health  providers  should 
respond  when  a  woman  says  she  is  abused.  Td  like  to  know 
which  one  you  think  is  better:  The  health  care  provider  is 
required  by  law  to  report  the  abuse  to  the  police:  or  it  is  up  to 
the  woman  to  decide  if  the  health  provider  reports  the  abuse 
to  the  police”  (Table  1). 

Abused  women  were  asked  if  they  had  ever  talked  about 
their  abuse  vrith  a  health  care  provider  and.  if  so.  to  rate  how 
helpful  the  provider  was  on  a  4-poini  scale  trom  “not  helpful 
to  “entirelv  helpful.”  .A  final  open-ended  item  was  included, 
asking  abused  women  what  services  they  thought  their  health 
plan  should  offer  to  help  abused  women.  Interviewers  re¬ 
corded  verbatim  responses,  which  were  data  entered,  coded, 
and  tallied. 

Statistical  Analyses 

We  employed  multivariate  regre.ssion  for  significance  testing 
and  adjustment  methods  to  obtain  prevalence  rates.  Because 
case  and  control  subjects  were  significantly  different  in  edu¬ 
cation,  income,  race,  and  marital  status  (Table  2),  all  com- 
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Table  3  Multiple  logistic  regression  analysis  of  women’s  beliefs  and  policy  preferences  concerning  routine  screening  and 
mandatory  reporting  among  202  abused  women  and  240  non-abused  women,  odds  ratios  (95%  confidence  mtenrals) 


Case/control  Ethnicity  Income  Education 

liefs  about  consequences  sUtus  (abused  vs  (African-American  (<$50,000  vs  (<col]ege 

and  policy  preferences _ non-abused)  vs  white/other)  a$50,000) _ vs  other) 


Marital  status 
(married 
vs  other) 


Routine  screening 
Women  would  be  offended  — 

or  embarrassed 

Women  who  are  not  being  1.72  (1.10-2.68) 
abused  would  be  insulted 
Abused  women  might  lose  — 

their  health  insurance 
It  would  put  women  at  — 

more  risk  for  being  hurt 
by  their  abuser 

Women  would  be  glad  — 

someone  took  an  interest 


2.27  (1.48-3.49)  —  — 

1.85  (1.15-2.97)  —  — 

_  ^  0.50  (0.25-1.02) 

1.50  (0.97-2.32)  —  1.60  (1.03-2.48) 

_  0.30  (0.11-0.88)  — 


Mandatory  reporting 
Women  would  find  it  easier  — 

..  to  gel  help 

Women  would  like  haring  0.50  (0.27-0.92) 
someone  else  be 
responsible  for  calling 
the  police 

Women  would  resent  losing  — 
control  over  when  to  call 
the  police 


1.61  (0.98-2.65) 


Policy  preferences 

Agree  that  health  care  1.53  (1.02-2.3)  — 

providers  should 
“outinely  screen  all 
/omen  for  physical  and 
sexual  abuse  at  all  risits 

Prefer  that  reporting  abuse  1.41  (0.93-2.13)  0.54  (0.35-0.83) 

to  police  is  the  woman’s 

decision  _ 


1.52  (0.96-2.42)  — 


0.62  (0.4-0.9) 


cation  (graduate  degree  vs  up  to  a  four-year  college 
degree  vs  high  school  degree  or  less),  race  (white  vs  all 
others),  annual  household  income  {<550,000  vs 
>$50,000).  and  marital  status  (married  vs  all  others). 
For  case  subjects,  control  subjects,  and  the  standard 
population,  w'e  identified  the  number  of  women  within 
the  24  strata  of  education,  race,  income,  and  marital 
status.  We  then  obtained  strata-specific  ratios  of  stan¬ 
dard  population  to  the  case  and  control  subjects.  We 
created  the  weights  (separately  for  case  and  control 
subjects)  by  applring  the  strata-specific  ratio  to  each 
w’oman  within  the  strata.  We  applied  the  weights  such 
that  the  case  and  control  subjects  would  each  represent 
half  the  standard  population,  as  they  are  approximately 
equal  in  number  when  not  weighted.  .All  proportions 
presented  concerning  the  sample  of  case  and  control 
subjects  are  based  on  the  w’eighted  data.  Because  the 
weighted  data  are  much  larger  in  size  than  our  case  and 
control  population,  performing  statistical  tests  on  the 
ghted  population  w’ould  result  in  inappropriate  p 
vaiiies;  therefore,  statistical  tests  were  performed  with 
the  use  of  the  multivariate  logistic  regression  method 
with  unweighted  data  described  above. 


Results 

Sample 

Abused  and  non-abused  women  differed  significantly 
on  all  indicators  except  age  (Table  2).  /Abused  women 
were  less  likely  to  be  college  graduates,  white,  married, 
or  have  an  annual  household  income  of  ^$50,000  per 
year. 

Beliefs  About  the  Consequences  of  Routine 
Screening  and  Mandatory  Reporting 

Virtually  all  women  (86%)  agreed  that  routine  screen¬ 
ing  w'ould  make  it  easier  for  abused  women  to  get  help, 
96%  agreed  that  they  w'ould  be  glad  someone  took  an 
interest,  and  11%  thought  that  women  might  lose  their 
health  insurance  (Table  1).  .Almost  three  quarters  of 
the  sample  thought  mandatory  reporting  would  make  it 
easier  for  abused  w'omen  to  get  help;  at  the  same  time, 
nvo  thirds  thought  that  women  would  be  less  likely  to 
tell  their  health  care  prorider,  and  one  half  of  the 
sample  thought  it  would  put  women  at  increased  risk 
from  their  abuser  (Table  1). 
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Table  4.  Abused  women’s  beliefs  and  poliq-  preferences  concerning  routine  screening  and  mandaton'  reporting  by 

disclosure  of  abuse  lo  health  care  provider* _ _ _ — _ 

Agreeing  with  item 

Did  not 

Disclosed  (%)  disclose  (%) _ p  value* 


Consequences  of  routine  screening 

Women  would  be  offended  or  embarrassed 

Women  who  are  not  being  abused  would  be  insulted 

It  would  be  easier  for  abused  women  to  get  help 

Abused  women  might  lose  their  health  insurance 

It  would  put  women  at  more  risk  for  being  hurt  by  their  abuser 

Women  would  be  glad  someone  took  an  interest 

Consequences  of  mandatory  reporting 
Women  would  find  it  easier  to  get  help 
Women  would  be  at  greater  risk  for  being  abused 
Women  would  like  haring  someone  else  be  responsible  for  calling 
the  police 

Women  would  be  less  likely  to  tell  their  health  care  prorider 
about  the  abuse 

Women  would  resent  losing  control  over  when  to  call  the  police 


47,9 

60.4 

0.13 

35.4 

37.7 

0.86 

77.1 

86.3 

0.17 

12.8 

9.0 

0.57 

29.2 

46.1 

0.04 

91.8 

95.2 

0.47 

63.3 

76.6 

0.07 

47.7 

55.6 

0,39 

79.2 

80.6 

0.84 

55.3 

71.3 

0.04 

39.6 

45.3 

0.51 

♦Based  on  chi-square  analysis. 

“m  \'aries  benveen  180  and  195  because  of  elimination  of  “don’t  know”  responses. 


After  the  adjustment  for  socioeconomic  variables, 
abused  women  relative  to  non-abused  women  were  1.7 
times  more  likely  to  believe  that  routine  screening 
would  insult  women  who  are  not  being  abused  and  1.5 
times  more  likely  to  believe  that  it  would  put  women  at 
more  risk  for  being  hurt  by  their  abuser  (Table  3). 
Controlling  for  abuse  status  and  other  sociodemo¬ 
graphic  variables,  African-American  women  relative  to 
women  of  other  ethnic  groups  were  more  likely  to  think 
that  routine  screening  would  offend,  embarrass,  and 
insult  women,  although  they  were  more  likely  to  believe 
that  mandatory*  reporting  would  make  it  easier  for 
women  to  get  help.  Women  with  family  incomes 
<550,000  compared  \rith  higher-income  women  were 
significantly  less  likely  to  think  that  routine  screening 
would  make  women  feel  “glad  someone  took  an  inter¬ 
est”  and  significantly  more  likely  to  think  that  manda¬ 
tor)'  reporting  would  make  women  resent  losing  con¬ 
trol  over  when  to  call  the  police. 

Policy  Preferences  for  Routine  Screening 
and  Mandatory  Reporting 

A  higher  proportion  of  abused  women  than  non- 
abused  women  supported  routine  screening  (54%  vs 
42%)  and  preferred  a  policy  under  which  reporting 
abuse  is  the  woman's  decision  (54%  vs  42%)  (Table  1). 
Abused  women  relative  to  non-abused  women  were  1.5 
times  more  likely  to  support  routine  screening  and  1.4 
times  more  likely  to  prefer  woman-controlled  reporting 
over  mandatory  reporting  by  health  proriders,  adjust¬ 
ing  for  sociodemographic  variables  (Table  4).  Of  all  the 
sociodemographic  variables  examined,  only  ethnicity 
was  a  significant  correlate  of  policy'  preferences:  Afri¬ 
can-American  women  were  less  likely  than  women  of 


other  ethnic  groups  to  support  woman-controlled  re¬ 
porting  over  mandator)'  reporting  by  health  proriders. 

Disclosure  of  Abuse  to  Health  Care  Providers 

Of  the  202  abused  women,  51  (25.4%)  had  talked  to  a 
health  care  prorider  about  the  abuse;  of  those  women, 
9.8%  said  the  experience  was  not  helpful,  whereas 
74.5%  said  it  was  either  somewhat  or  entirely  helpful 
Women  who  had  not  discussed  their  abuse  with  a 
health  care  prorider  were  significantly  more  likely  than 
those  who  had  to  think  that  routine  screening  would 
put  women  at  greater  risk  for  being  hurt  by*  their  abuser 
(46%  vs  29%)  and  that  they  would  be  less  likely  to  tell 
their  health  care  prorider  about  the  abuse  if  there  were 
a  policv  of  mandatory  reporting  (71%  vs  55%)  (Table 
4).  Policy  preferences  did  not  differ  by  whether  or  not 
the  women  had  disclosed  the  abuse  to  a  health  care 
prorider  (data  not  shoum). 

Women’s  Suggestions  for  HMO  Services 

Of  the  120  responses  prorided,  78  (65%)  suggested 
that  counseling  sen  ices  be  prorided  for  abused  women. 
Some  women  elaborated  on  H'pes  of  counseling,  exam¬ 
ples  of  which  included  mental  health  semces,  self¬ 
esteem,  and  education  on  how  to  get  help.  Other 
frequently  mentioned  services  were  referral  to  shelters 
(16%)  and  hotlines  (6%). 

Discussion 

A  far  lower  percentage  of  both  abused  and  non-abused 
women  in  this  managed  care  sample  agreed  with  rou¬ 
tine  screening  than  did  those  in  the  other  prerious 
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large-scale  survey  of  emergency  room  and  ambulatory 
care  patients.'"-'®  The  differences  in  settings  and  data 
collection  methods  may  explain  these  discrepant  re¬ 
mits.  Women  seeking  medical  care  at  the  time  of  the 
.nteniew'’-'®  may  be  different  from  women  reached  at 
home  for  a  telephone  interview,  as  in  our  study.  An¬ 
other  possible  explanation  is  that  we  obtained  more 
carefully  considered  responses  from  the  women  m  our 
sample  because  we  elicited  their  policy  preferences 
after  a  series  of  items  that  required  them  to  think  about 
potential  positive  and  negative  consequences  of  routine 
screening.  The  lowered  enthusiasm  we  found  may 
reflect  some  of  the  real  complexiues  of  the  issues  that 
the  women  became  more  aware  of  as  they  answered  the 
prior  questions. 

Nevertheless,  women  for  whom  routine  screening  is 
designed  to  help — abused  women— were  1.5  times  as 
likely  as  non-abused  women  to  support  routine  screen¬ 
ing,  even  after  adjusting  for  sociodemographic  differ¬ 
ences  between  the  nvo  groups.  Moreover,  the  majority 
of  women  in  both  groups  believed  that  screening  would 
make  it  easier  for  women  to  get  help  and  would  make 
women  feel  glad  that  someone  was  taking  an  interest. 
These  results  lend  support  to  a  continued  recommen¬ 
dation  for  routine  screening. 

Mechanisms  are  needed  to  minimize  the  potential 
negative  consequences  of  screening  that  concerned 
women.  We  found  a  high  percentage  (49%)  of  women 
aying  that  they  would  be  offended  or  embarrassed. 

.  /lore  troubling  is  the  finding  that  39.5%  of  all  abused 
women  and  46.1%  of  the  abused  women  who  had  not 
discussed  their  abuse  with  a  health  care  prouder 
thought  routine  screening  would  put  abused  women  at 
greater  risk  for  being  hurt.  Screening  protocols  and 
patient  information  materials  must  incorporate  safety- 
planning  and  honest  discussion  with  women  about  the 
safest  options  for  them  to  pursue  as  they  try  to  end  the 
abuse. 

Support  for  a  policy  of  mandatory-  reporting  was  not 
widespread  in  this  sample.  More  than  one  half  of  the 
abused  women  (53.7%)  preferred  a  policy  under  which 
reporting  abuse  to  the  police  is  the  woman's  decision. 
.Abused  women  were  1.4  times  as  likely  as  non-abused 
women  to  take  this  position.  Given  that  the  policy  is 
designed  to  help  abused  women,  their  preferences  and 
concerns  warrant  serious  consideration  in  the  design  of 
such  policies. 

Abused  women  w-ere  half  as  likely  as  non-abused  to 
believe  that  women  would  like  hating  someone  else  be 
responsible  for  calling  the  police.  The  loss  of  autonomy- 
inherent  with  mandatoiT  reporting  that  has  been  dis¬ 
cussed  in  the  literature'-'® was  reflected  in  the  item 
that  women  would  resent  losing  control  oyer  when  to 
-all  the  police,  which  was  endorsed  by  slightly  more 

jused  (45%)  than  non-abused  women  (39%i). 

Two  thirds  of  all  women  felt  that  mandatory  report¬ 
ing  would  decrease  w-omen’s  likelihood  of  disclosing 


their  abuse  to  their  health  care  provider.  Abused 
women  who  had  not  discussed  their  abuse  with  a  health 
care  provider  were  more  likely  to  think  that  mandatory 
reporting  would  be  a  barrier  to  disclosure,  suggesting 
that  fear  may  have  been  the  reason  these  particular 
abused  women  had  not  discussed  the  abuse  with  their 
health  care  provider.  However,  one  quarter  of  women 
in  this  sample  had  in  fact  talked  with  their  health  care 
provider  and  reported  that  the  health  care  provider  vyas 
helpful,  which  lends  further  support  to  the  potential 
benefit  of  routine  screening. 

Nevertheless,  it  is  important  to  recognize  that  women 
expressed  fears  and  concerns  about  the  negative  con¬ 
sequences  of  routine  screening  and,  even  more  so,  of 
mandatory  repordng.  Neither  routine  screening  nor 
mandatory  repordng  has  ever  been  evaluated  for  its 
effect  on  women’s  safety  in  any  kind  of  experimental 
study,'"'  and  this  evaluadon  is  clearly  needed.  Mean¬ 
while’,  policy  and  the  protocols  to  implement  them 
must  find  ways  to  minimize  the  likelihood  that  more 
harm  than  good  comes  from  routine  screening  and 
mandatory-  reporting.  Interventions  offered  in  man¬ 
aged  care  settings  that  would  be  well  received,  accord¬ 
ing  to  the  women  in  this  study,  include  counseling 
services,  shelters,  and  confidential  hotlines. 


Conclusions 

Although  non-abused  women  were  not  as  sure  about 
routine  universal  screening  in  this  managed  care  set¬ 
ting,  a  slight  majority  (54%)  of  the  abused  women 
supported  the  practice.  Both  groups  believed  that  it  was 
a  way  for  women  to  get  help  and  for  health  care 
professionals  to  show  interest  and  concern  about  IPV. 
Women  who  had  discussed  their  abuse  with  a  health 
care  provider  generally  found  this  discussion  to  be  a 
helpful  experience.  Women  s  fears  of  being  offended, 
embarrassed,  or  at  greater  risk  from  an  abuser  need  to 
be  addressed  in  routine  screening  policies.  Women 
would  appreciate  the  health  care  provider  offering  to 
call  the  police  to  take  on  this  responsibility  for  them, 
w'hile  at  the  same  time  there  was  strong  support  for 
leaving  the  ultimate  decision  about  calling  the  police 
up  to  the  woman.  Such  an  approach  is  respectful  of  the 
concerns  for  safety,  autonomy,  and  confidentiality  ex¬ 
pressed  by  the  abused  women  in  this  sample. 


Anv  errors  are  the  authors'  ovm. 


References 

1.  Campbell  JC.  Le^sandowslu  LV  .VIental  and  physical  health  effecu  of 
intimate  partner  Uolence  on  women  and  children.  Psychiatr  Clin  Nort 
Am  1997;20:353-74. 

2.  Plichu  SB.  Violence  and  abuse:  implications  for  women's  health.  In:  Falik 
MM.  Collins  KS.  cds.  Women’s  health:  The  Commonwealth  Suncy.  Balu- 
more.  MD:  Johns  Hopkins  L’nivenin'  Press:  1996:  23<-/3. 

3.  Collins  KS.  Schoen  C.  Joseph  S.  Duchon  L,  Simaiov  E.  Yello\vit2  M.  Health 


284  .Aineric-an  Journal  of  Preventive  .Medicine.  Volume  19.  Number  4 


.  concerns  across  a  woman's  lifespan;  the  Commonwealth  Fund  1998  surtey 
of  women's  health.  New  York;  The  Commonwealth  Fund.  1999. 

4  Jones  .\S.  Gielen  .AC.  Campbell  JC.  et  al.  .Annual  and  lifetime  presalence  of 

'  partner  abuse  in  a  sample  of  female  HMO  enrollees.  Womens  Health  Issues 
1999:9(6):295”305. 

5.  McCauley  J.  Vurk  R-\.  jenckes  NUV.  Ford  DE.  Inside  -Pandora’s  box': 
abused  Komen’s  experiences  vriih  clinicians  and  health  senices.  J  Gen 
Intern  Med  1998;13:549-35. 

6.  Miller  TR.  Cohen  NL\.  Wiersema  B.  Victim  costs  and  consequences:  a  neu 
look.  Washington.  DC:  National  Institute  of  Jusuce:  1996. 

7.  Wisner  CL.  Gilmer  TP,  Saluman  LE.  Zink  TM.  Intimate  partner  violence 
against  VAomen.  Do  victims  cost  more?  J  Fam  Prac  1999:48:439-43. 

8  Campbell  JC.  Parker  B.  Battered  women  and  their  children:  a  review  and 
'  polio-  recommendauons.  In:  Fitzpatrick  J.  McElmum-  Bj.  Parker  R.-eds. 
.\nnual  review  of  women’s  health.  New  York.  NT:  National  League  for 
Nursing  Press:  1996:259-81. 

9.  .American  Medical  .Association.  Violence  against  women:  relevance  for 
medical  practitioners.  J.A-\ LA  1992:26<:31b4-9. 

10  joint  Commission  on  .Accreditation  of  Healthcare  Organizations.  Accredi¬ 
tation  manual  for  hospitals.  Oakbrook  Terrace.  IL:  joint  Commission  on 
.Accreditation  of  Healthcare  Organizations:  1995. 

11.  Familv  Violence  Prevention  Fund.  Routine  screening  for  domestic  violence 
in  health  care  settings.  Washington.  DC:  Bass  Howes;  1999. 

12.  Class  NE.  Campbell  jC.  Mandatorv  reporting  of  intimate  partner  violence 
bv  health  care  professionals:  a  policy  review.  Nurs  Outlook  1998;46(6):279- 

83.  .  .  • 

13.  Hvman  .A.  Schillinger  D.  Lo  B.  Laws  mandating  reporung  of^doniesuc 
violence:  do  they  promote  patient  well-being?  j.A\LA  199d;2/3:1  /81-/ . 


14  Chalk  R  King  P  Violence  in  families:  assessing  prevention  and  ticnuneni 
prognmis.  Washington.  DC:  National  .Academv  Press:  199S. 

15  Hvman  A  Chez  R.V  Mandaton  reporting  of  domestic  violence  bv  health 
’  care  providers:  a  misguided  approach.  San  Francisco.  C\:  Familv  Violence 

Prevention  Ftnid:  1994. 

16.  Moonev  DM.  Rodriquez  ^LA.  California  healthcare  workers  and  numda- 
lory  reporting  of  intimate  violence.  Hastings  Womens  Law  j  1996::tl): 

85-111. 

17.  Clxss  NE.  Campbell  JC.  Deanmter  S.  Clinical  practice  issues  for  emergenev 
department  .staff  providing  care  to  abused  women.  In  press. 

18.  Caralis  PV.  Musialowski  R.  Women’s  experiences  vrith  domestic  violence 
and  their  attitudes  and  expectations  regarding  medical  care  of  abuse 
victims.  South  Med  j  199T:(90)lI:107rv-lS0. 

19.  McFarlanc  J.  ChristofFel  K,  Bateman  L.  Miller  V.  Bullock  L.  .Assessing  for 
abuse:  self  report  versus  nurse  interview.  Public  Health  Nurs  1991:8:245- 
50. 

20.  McFarlane  j.  Greenberg  L.  Weltge  A.  Watson  M.  Identification  of  abuse  in 
emergenev  departments:  effectiveness  of  a  rwo-quesiion  screening  tool. 
J  Emerg  Nurs  1995;21:391-4. 

21.  SPSS  Statistical  package  for  social  sciences,  version  9.0.  Chicago;  SPSS. 
1999. 

22.  Kahn  H,  Sempos  C.  Statistical  methods  in  epidemiology.  New  \ork,  N^. 
Oxford  L'niversitv  Press:  1989. 

23.  Freed  PE.  Drake  \'K.  Mandatorv  reporting  of  abuse:  practical,  moral,  and 
legal  issues  for  psvchiairic  home  healthcare  nurses.  Issues  Ment  Health 
Nurs  1999:20:423-36. 


Am  J  Prev  Med  2000;19(4) 


2S5 


Table  1.  ^\*omen*s  beliefs  and  policy  preferences  concerning 
proportions _ _ 


routine  screening  and  niandaioiy  lepoiiing.  \\eiglued 
Agreeing  >v*ilh  item  (%) 


Total  sample  Case  subjects  Control  subjects 

(N=1988)  abused  women  non-abused  women 


Consequences  of  routine  screening 

Women  would  be  offended  or  embarrassed 

Women  who  are  not  being  abused  would  be  insulted 

It  would  be  easier  for  abused  women  to  get  help 

Abused  women  might  lose  their  health  insurance 

It  would  put  women  at  more  risk  for  being  hurt  by  their  abuser 

Women  would  be  glad  someone  took  an  interest 

Consequences  of  mandatoiy  reporting 
Women  would  find  it  easier  to  get  help 

Women  would  be  at  greater  risk  for  being  abused  ^ 

W  omen  would  like  ha\ing  someone  else  be  responsible  for  calling 

the  police  .  .j  u  . 

Women  would  be  less  likely  to  tell  their  health  care  prouder  about 

the  abuse  n  u  r 

Women  would  resent  losing  control  over  when  to  call  the  police 

Policy  preferences 

Agree  that  health  care  proxiders  should  routinely  screen  all  xvomen 
for  physical  and  sexual  abuse  at  all  usits 
Prefer  that  reporting  abuse  to  police  is  the  woman  s  decision _ 


48.9 

27.6 
86.1 
ll.O 

42.9 

95.6 


73.1 

52.0 

85.8 

67.3 

41.7 


47.8 

47.6 


48.2 

33.4 

85.2 

10.4 

39.5 
96.9 


71.5 

54.2 

81.1 

68.0 

45.0 


54.5 

53.7 


49.6 

22.3 
87.0 

11.7 

46.3 

94.3 


74.7 
50.0 
90.4 

66.7 
38.6 


41.5 

42.1 


parisons  of  these  txvo  groups  had  to  account  for  these 
differences. 

Regression 

All  statistical  testing  for  difTcrences  in  beliefs  and 
policy  preferences  between  case  and  control  subjects 
was  accomplished  \yith  the  use  of  SPSS  sofuvare"^  and 
employed  methods  of  multiple  logistic  regression  that 
allowed  us  to  examine  the  association  of  case  and 
control  status  and  to  adjust  for  the  variables  on  which 
the  two  groups  differed.  regression  models  con¬ 
tained  indicator  variables  for  case  or  control  status, 
education,  income,  race,  and  marital  status;  /K0.05  was 
used  as  the  criterion  for  statistical  significance.  Odds 
ratios  (OR)  and  95%  confidence  intenals  (Cl)  are 
presented  for  all  statistically  significant  variables.  WTien 
comparing  within  cases  for  those  who  disclosed  their 
abuse  versus  those  who  did  not  (Table  3),  chi-square 
statistics  computed  on  the  unweighted  data  were 
used. 


Standardization 

WTien  calculating  the  proportions  for  the  nvo  groups 
of  w'omen  holding  certain  beliefs  or  preferring  certain 
policies,  we  employed  methods  of  direct  adjustment  to 
account  for  the  differences  in  the  two  samples  with 
respect  to  education,  race,  income,  and  marital  status. 
For  the  direct  adjustment  to  obtain  proportions  for 
case  and  control  subjects,  we  identified  a  ‘'standard 
population  that  w’ould  ensure  comparability*  on  educa¬ 
tion,  race,  income,  and  marital  status. ■“  W  e  chose  as  the 
standard  population  the  group  of  w^omen  who  were 
screened  for  eligibility  for  our  study  (N=2005),  which 
w^s  thought  to  be  ideal  as  these  women  represent  the 
population  to  which  we  wish  to  generalize  results— that 
is,  a  group  of  HMO  enrollees. 

To  accomplish  the  standardization,  we  assigned 
weights  to  each  of  the  case  and  control  subjects.  We 
obtained  weights  by  stratifying  the  case  and  control 
subjects,  separately,  on  four  adjustment  variables;  edu- 


Table  2.  Sociodemographic  characteristics 

Case  subjects 
abused  women 
(71=202) 

Control  subjects 
non-abused  women 

(71=240) 

Total 

sample 

(77=442) 

Weighted 

sample 

(71=1988) 

Education*  (%  college  graduate) 

Ethnicit}*  (%  white) 

Marital  status*  (%  married) 

Household  income*  (%  2:$50.000/year) 

Age  (%  <40  year) 

34.2 

40.6 

37.1 

39.8 

55.0 

54.2 

55.0 

47.5 

57.0 

55.8 

45.0 

48.4 

42.8 

49.2 

55.4 

46.6 

53.4 

57.6 

60.0 

53.9 

*^0.05  by  x~  analysis. 
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Abstract  Self-reported  data  from  a  survey  of  roughly  1,100  female  heal*  mamtenance 
organization  enrollees  in  the  Washington,  DC,  metropoUtan  area  are  used  ‘o  ® 

the  lifetime  and  annual  prevalence  of  emotional,  physical,  and  sexual  abuse  by  ^timate 
partners.  The  sample  consists  of  a  raciaUy  balanted  and,  for  the  most  part,  weU- 
educated  group  of  working  women.  Three  dimensions  of  abuse  based  on  respoi^es  to 
questions  from  a  modified  version  of  the  Abuse  Assessment  Screen  are  empl^ed.  ^ 
addition  to  simple  descriptive  analyses,  logistic  regression  was  performed.  The  esti¬ 
mated  annual  prevalence  is  lower  than  estimates  reported  m  other  studies.  However 
lifetime  prevalence  is  very  similar  to  estimates  found  m  primary  care  clinical  samples 
and  somewhat  higher  than  those  derived  from  population-based  survey.  More  ^^y 
educated  women  report  the  lowest  lifetime  prevalence  of  mhmate  partner  abuse^  me 
finding  that  this  sample  of  well-educated,  middle-class  workmg  women  has  Wetoe 
^evalence  rates  similar  to  those  of  women  who  are  not  as  weU  off  d™frates  ^at 
Ultimate  partner  abuse  is  not  limited  to  disadvantaged  women  from  vulnerable 

population  subgroups. 
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Studies  of  intimate  partner  abuse  among  women  in  the  general 
population  have  unambiguously  documented  that  women  report 
hit'h  rates  of  abuse  by  intimate  partners  at  least  once  in  their 
lifetimes.^'^  A  number  of  studies  have  also  documented  high  rates  of 
intimate  partner  abuse  in  women  using  primary  care  and  emergency  care 
clinics^-®  and  high  rates  of  injury  and  other  health  problems  associated  with 
battered  partners.®'^®  This  study  provides  estimates  of  the  lifetime  and 
annual  prevalence  of  intimate  partner  abuse  using  self-reported  data  from 
a  survey  of  1,138  female  HMO  enrollees  in  the  metropolitan  Washington, 
DC,  area.  The  sample  represents  a  racially  balanced  and,  for  the  most  part, 
hi^'hly  educated  group  of  middle-class  working  women.  It  is  also  a  group 
that  many  health  care  practitioners  might  expect  to  be  at  reduced  risk  of 
ever  having  experienced  partner  abuse. 


PREVIOUS  RESEARCH 

Tables  1  and  2  summarize  lifetime  and  annual  prevalence  estimates  from 
other  clinical  and  population-based  samples.  Some  of  the  variation  in 
estimated  prevalence  rates  described  in  these  tables  arises  from  sample 
restrictions  and  definitions  of  abuse.  In  general,  annual  prevalence  esti¬ 
mates  from  clinical  samples  tend  to  exceed  those  from  nationally  represen¬ 
tative  samples.  Lifetime  prevalence  estimates  from  primary  care  clinics  and 
general  population  surveys  tend  to  be  fairly  similar,  ranging  from  roughly 
21%  to  39%  in  the  studies  cited  in  here.  When  population-based  samples  are 
restricted  to  only  those  women  currently  residing  with  a  male  partner, 
estimates  of  annual  prevalence  are  relatively  low  regardless  of  sample: 
5.5-13.6%.’“^^  However,  when  the  sample  is  not  so  restricted,  estimates  of 
.nnual  prevalence  rise  to  between  12%  and  26%.^®  These  figures  are  even 
higher  among  younger  women^^  and  among  women  whose  socioeconomic 
status  is  low.^ 


DATA 


Letters  asking  women  to  participate  in  a  women's  health  survey  were  sent 
to  10,599  female  enrollees  of  a  metropolitan  Washington,  DC,  area  health 
maintenance  organization  (HMO)  who  were  between  the  ages  of  21  and  55 
years  on  January  1,  1997.  There  was  no  reference  to  abuse  in  this  letter. 
Those  who  were  willing  to  participate  (14%)  mailed  back  consent  forms  and 
indicated  a  time(s)  when  and  telephone  number(s)  where  it  would^  be 
convenient  for  them  to  be  contacted  and  interviewed  in  private.  A 
description  of  further  precautions  taken  to  ensure  the  safety  of  all  study 
participants  is  available  from  the  authors.  Because  the  larger  study  will 
examine  health  services  use  among  these  women,  the  mailing  list  was 
restricted  to  women  who  had  been  continuously  enrolled  in  the  HMO  from 
before  or  on  January  1,  1995,  through  December  31,  1997.  The  telephone 
survey  team  was  given  training  about  domestic  violence  and  safety 
procedures  before  contacting  the  1,476  women  who  consented  to  be 
interviewed  by  phone.  On  telephone  contact,  271  women  (18.3%)  were  not 
locatable  and  66  (4.5%)  refused  to  participate  when  phoned.  The  final 
sample  consisted  of  1,138  women  who  were  interviewed  by  phone  between 
September  1997  and  March  1998. 

Sample  characteristics  are  given  in  the  second  column  of  Table  3.  As  a 
group,  these  are  highly  educated,  middle-  to  upper-middle-class  women.  It 
is  a  racially  balanced  group  consisting  of  equal  proportions  of  white  and 


The  sample  was  1,138 
women — ages  21-55 — 
enrollees  of  a 
Washington,  DC,  area 
HMO. 
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Table  1.  ESTIMATES  OF  LIFETIME  AND  ANNUAL  PREVALENCE  OF  PARTNER  ABUSE  STUDIES  BASED 
ON  CLINICAL  SAMPLES 


Study 

Outcome  measure 

Sample 

Prevalence  estimate 

Rath  et  al 

Not  specified,  except 

Female  patients,  Sioux 

Annual  verbal  abuse;  47% 

(1989)^ 

"abuse"  was  not  used  in 
the  screening  questions 

Falls,  SD,  clinics  (high 
proportion  of  low-SES 
respondents) 

Annual  minor  physical 
abuse:  44% 

Annual  severe  physical 
abuse:  28% 

Gin  et  al  (1991)^ 

Hit  or  hurt  by  significant 
other  with  whom 
currently  living 

Male  &  female  patients,  3 
university-affiliated 
primary  care  internal 
medicine  practices 

Current:  14% 

Lifetimes:  28% 

Female  lifetime:  34% 

Male  lifetime:  12% 

Martins  et  al 
(1992)32 

Modified  CTS 

All  women  patients  seen 
during  2-week  period  at 
family  practice  cHnic 
(n  =  273) 

Prevalence:  7% 

Hamburger  et  al 

Physical  assault  by 

Female  patients,  family 

Annual:  22.7% 

(1992)5 

partner  (CTS),  pushed, 
shoved  severe 

practice  clinic, 

Midwestern  city 

Lifetime:  38.8% 

Abbott  et  al 

Assault,  threat,  or 

Female  patients,  2  teaching 

Annual  prevalence 

(1995)5 

intimidation  by  male 
partner 

EDs,  2  hospital  walk-in 
clinics,  1  private  hospital 
ED 

(women  with  current 
male  partner):  11.7% 
Annual  prevalence 

(women  w/o  current 
male  partner);  5.6% 


Lifetime:  54.2% 


McCauley  et  al 

Hit,  slapped,  kicked. 

Female  patients,  4 

Annual:  5.5% 

(1995)8 

physically  hurt,  or  forced 

community-based. 

Adult  lifetime:  21.4% 

sexual  activities  by 

primary  care  internal 

Childhood  &  adult 

husband,  ex-husband, 
boyfriend,  or  relative. 

medicine  practices 

lifetime:  32.7% 

Dearwater  et  al 

Annual:  physical  or  sexual 

Women  18  years  and  older 

Annual:  14% 

(1998)^ 

abuse 

treated  in  community 

(CA:  17%;  PA:  12%) 

Lifetime:  emotional  or 

hospital  emergency 

Lifetime:  36% 

physical  abuse 

departments  in 
Pennsylvania  and 

Califorrua 

(CA:  44%;  PA:  31%) 

CTS  =  conflict  tactics  scale;  ED  =  emergency  department;  SES  -  socioeconomic  status. 

African  American  women.  Latinos  and  other  minorities  comprise  a  very 
small  proportion  of  the  women  sampled,  which  is  characteristic  of  the 
geographic  area  from  which  the  sample  is  drawn.  Ninety  percent  are 
employed  either  full  or  part  time.  More  than  half  were  married  at  the  time 
of  the  survey  and  more  than  half  have  household  incomes  that  exceed 
$50,000/year.  Just  over  50%  had  at  least  one  child.  Unfortunately,  since  the 
HMD  does  not  compile  statistics  on  the  demographic  characteristics  of  their 
enrollees,  there  was  no  way  to  compare  this  sample  with  the  larger 
population  of  all  women  enrolled  in  the  HMO. 


METHODS 

Two  dimensions  of  abuse  (physical  or  sexual)  are  employed  throughout  this 
analysis  based  on  responses  to  questions  from  a  modified  version  of  the  Abuse 
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Table  2.  LIFETIME  AND  ANNUAL  PREVALENCE  OF  PARTNER  ABUSE  STUDIES  BASED  ON  GENERAL 
POPULATION  SURVEYS 


Prevalence 


■  Stud}/ 

Outcome  measure 

Sample 

estimate 

Straus  et  al  (1980)^^ 

CTS 

National  survey,  U.S.  women,  1975 

Annual:  11.6% 

Straus  &  Gelles 

CTS 

National  survey,  U.S.  women,  1985 

Annual:  12.1% 

(1986)^2 

EUiott  et  al  (1985)^3 

National  survey,  U.S.  women 

Annual:  38.8% 

PUchta  (1996)^ 

Physical  assault  by 

(18-24  years) 

National  survey,  U.S.  women 

Annual:  8.4% 

Commonwealth  Fund 

partner  (CTS),  pushed, 
shoved  — >  severe 

Physical  abuse  by  spouse 

(18-64  years,  currently  Hving 
with  or  married  to  a  man) 

National  survey,  U.S.  women 

Annual:  8% 

(1993)^° 

or  partner 

(married  or  living  with  someone 

Klein  et  al  (1993)3^ 

"Violent  Abuse"  by 

as  a  couple) 

Family  Violence  Prevention  Fund 

Lifetime:  33% 

Schafer  et  al  (1998)” 

spouse  or  boyfriend 
Physical  assault  by 

National  Survey,  U.S.  women 
Multistage  probability  sample  of 

Annual  male 

partner  (CTS),  pushed. 

both  members  of  1,635 

to  female: 

shoved  severe 

representative  married  and 

5.2-13.6% 

nonmarried  couples  living  in 
48  contiguous  states 


■'TS  =  confl’ct  tactics  scale. 


Assessment  Screen  (AAS).^^'^^  Unlike  the  AAS,  which  asks  about  emotional 
and  physical  abuse  in  the  same  question,  respondents  in  this  study  were  asked 
^bout  Aese  types  of  abuse  separately  (Figure  1,  Questions  1  and  3).  A  woman 
as  classified  as  having  experienced  sexual  abuse  if  she  gave  a  positive 
response  to  Question  5  in  Figure  1.  The  definition  of  physical  abuse  that  was 
used  included  pushing,  shoving,  punching,  kicking,  or  threatening  with  a 
weapon  (Question  4  in  Figure  1)  as  well  as  the  woman's  own  perception  that 
she  had  been  physically  abused  (Question  3  in  Figure  1).  All  women  who 
responded  affirmatively  to  Questions  3  or  4  were  considered  to  have  experi¬ 
enced  physical  abuse.  Roughly  90%  of  all  women  who  were  classified  as 
having  been  abused  responded  positively  to  Question  4.  The  remaining  10% 
responded  positively  only  to  Question  3. 

The  sample  includes  women  who  were  not  currently  intimately  involved 
or  living  with  a  partner  at  the  time  of  the  interview.  Those  who  were  currently 
involved  or  living  with  a  partner  and  who  reported  past  abuse  may  not  have 
been  abused  by  their  current  partner.  Women  with  previous  or  current 
romantic  intimate  female  partners  are  also  included  in  this  sample.  The  last 
group  accounted  for  <1%  of  the  total  that  reported  abuse  by  an  intimate 
partner. 


RESULTS 


Lifetime  Prevalence  Estimates 


Lifetime  prevalence  rates  of  sexual  and  physical  abuse  are  presented  in 
Column  3  of  Table  3.  Overall,  the  sample  had  a  lifetime  prevalence  of  37%. 
Women  in  their  thirties  report  the  lowest  overall  prevalence  (30.2%),  whereas 
women  in  their  forties  report  the  highest  (42.2%).  Across  racial  groups,  white 
ropean  women  report  the  lowest  prevalence  of  physical  and/or  sexual 
^Mse,  whereas  African  American  women  report  the  highest.  Lifetime  preva- 


Overall,  the  sample  had 
a  lifetime  prevalence  (for 
sexual  and  physical 
abuse)  of  37%. 
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Table  3  LIFETIME  AND  ANNUAL  PREVALENCE  RATES  OF  PHYSICAL 
'  OR  SEXUAL  ABUSE  BY  INTIMATE  PARTNERS  IN  A  SAMPLE 
OF  FEMALE  HMO  ENROLLEES 


Characteristics 

N 

Sample 

mean 

(%) 

Lifetime 

prevalence 

(%) 

Annual 

prevalence 

(%) 

Total  sample 

1,138 

36.9 

4.0 

Age  group 

21-29 

73 

6.4 

35.7 

8.2 

30-39 

351 

30.8 

30.2 

5.4 

40-49 

514 

45.2 

42.2 

3.5 

50-56 

200 

17.6 

35.5 

1.0 

Race 

White  European 

531 

46.7 

27.4 

2.4 

African  American 

531 

46.7 

47.1 

5.8 

Other  minority 

74: 

6.6 

32.5 

1.6 

Current  marital  status 

Married 

669 

58.5 

27.5 

2.1 

Separated  or  divorced 

180 

15.8 

60.5 

6.1 

Never  married 

226 

19.9 

36.7 

4.9 

Widowed 

63 

5.5 

69.8 

14.3 

Education 

HS  grad* 

287 

25.3 

49.0 

4.y 

Some  college 

467 

32.4 

42.2 

4.6 

4  years  college 

251 

22.2 

27.5 

4.4 

Postgraduate 

227 

20.1 

22.9 

1.3 

Employment  status 

Full  time 

847 

76.8 

39.5 

3.9 

Part  time 

147 

13.3 

26.5 

4.1 

Unemployed^ 

109 

9.9 

30.2 

3.7 

Household  income 

<$30,000 

188 

17.1 

48.5 

i).3 

$30,000-50,000 

292 

26.5 

47.3 

7.5 

$51,000-80,000 

340 

30.9 

32.0 

2.4 

>$80,000 

281 

25.5 

27.0 

1.8 

Percent  household  income 
contributed  by  respondent 

<25% 

151 

13.5 

2Z.4 

z.o 

25-50% 

265 

23.7 

28.3 

3.0 

51-75% 

269 

24.1 

32.7 

2.6 

>75% 

433 

38.7 

50.2 

5.8 

No.  children  in  household 

None 

492 

43.2 

38.8 

2.2 

1 

262 

23.0 

41.2 

5.0 

2 

248 

21.8 

31.1 

5.6 

>3 

136 

12.0 

33.1 

4.4 

♦Includes  GED,  26  trade  school  graduates,  and  16  women  who  did  not  complete  high  school. 
♦Roughly  half  of  the  women  in  this  category  reported  that  they  are  homemakers. 


lence  is  Wghest  for  widows  (70%),  although  the  number  of  women  who  are 
widowed  in  this  sample  is  quite  small  (n  =  63).  The  findmg  that  separated  or 
divorced  women  have  a  high  prevalence  of  intimate  partner  abuse  (60.5  A)  is 
not  surprising  because  abuse  is  often  associated  with  marital  failure  as  either 
a  cause  or  consequence.^'^^ 


JONES 


Figure  1 

Partner  Abuse  Screening  Questions 

Q.l  Have  you  ever  as  an  adult  been  emotionally  abused  by  a  husband, 
boyfriend,  or  female  partner? 

1 . .  .  Yes 

2 .. .  No 

8  . . .  Don't  Know 

9  . . .  Refused 

Q.2  Have  you  experienced  any  emotional  abuse  in  the  last  12  months, 
that  is,  since  September  of  last  year? 

1 . .  .  Yes 

2 .. .  No 

8  . . .  Don't  Know 

9  . . .  Refused 

Q.3  Have  you  ever  as  an  adult  been  physically  abused  by  a  husband, 
boyfriend,  or  female  partner? 

1 .. .  Yes 

2 .. .  No 

8  . . .  Don't  Know 

9  . . .  Refused 

Q.4  Okay,  this  question  is  worded  a  little  different.  Have  you  ever  been 
hit,  slapped,  kicked,  pushed,  or  shoved  or  otherwise  physically 
hurt  by  a  current  or  previous  husband,  boyfriend,  or  female 
partner? 

1 . .  .  Yes 

2 .. .  No 

8  . . .  Don't  Know 

9  . . .  Refused 

Q.5  Have  you  ever,  as  an  adult,  been  forced  into  sexual  activities  by  a 
husband,  boyfriend,  or  female  partner? 

1 .. .  Yes 

2 .. .  No 

8  . . .  Don't  Know 


There  is  a  linear  downward  trend  in  lifetime  prevalence  of  intimate 
partner  violence  as  the  respondent's  education  increases.  A  chi-square  test 
indicates  that  women  with  ^4  years  of  college  report  significantly  lower 
lifetime  prevalence  of  physical  abuse  (P  =  .001).  Women  employed  full  time 
report  the  highest  lifetime  prevalence  of  physical  and/or  sexual  abuse.  Women 
living  in  households  with  incomes  under  $50,000  also  report  significantly 
higher  lifetime  prevalence  rates.  The  prevalence  of  physical  abuse  increases 
nearly  Linearly  with  the  percentage  of  income  that  women  contribute  to  their 
current  household.  Women  with  no  children  or  only  one  child  report  the 
highest  lifetime  prevalence  of  physical  or  sexual  abuse. 


ANNUAL  PREVALENCE  ESTIMATES 

Annual  prevalence  for  any  type  of  physical  or  sexual  abuse  was  4%  in  this 
nple  (Column  4  of  Table  3)  based  on  reported  abuse  in  a  12-month  period 
yuuring  1996--1997)  before  administration  of  the  survey.  Women  in  their 


Annual  prevalence  for 
any  type  of  physical  or 
sexual  abuse  was  4%. 
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twenties  report  the  highest  annual  prevalence  of  physical  or  sexual  abuse. 
There  is  also  a  pronounced  downward  linear  trend  in  annual  prevalence  of 
physical  and/or  sexual  abuse  with  age.  African  Amencan  women  have 
more  than  twice  the  rate  of  physical  or  sexual  abuse  as  white  women  (P  < 

01)  Also  similar  to  the  findings  for  lifetime  prevalence,  women  who  report 
being  widows  have  the  highest  annual  prevalence,  whereas  married  women 
report  the  lowest  (P  <  .001).  Interestingly,  the  downward  trend  observed 
for  education  on  lifetime  prevalence  is  not  observed  for  annual  prevalence, 
except  for  women  in  the  highest  education  category.  Su^risingly,  unem¬ 
ployed  women  have  the  lowest  annual  prevalence  of  physical  or  sexual 

Women  residing  in  households  with  annual  incomes  between  $30,^0  and 
$50  000  appear  to  be  at  highest  risk  of  recent  physical  or  sexual  abuse.  TJere  is 
also  a  Sg  and  significant  difference  in  annual  prevalence  between  *e  bvo 
lowest  income  groups  and  the  two  highest  (P  <  .005).  As  with  lifetime 
prevalence,  women  in  the  higher  income  categories  (>^0,000)  report  Oie 
Lwest  annual  prevalence  of  intimate  partner  physical  abuse.  However  *e 
highest  income  category  is  more  protective  for  annual  than  Wetoe  abuse_ 
Women  with  no  children  have  an  armual  prevalence  rate  that  <0.5  the  rate  o 
women  with  one  or  more  children. 

LOGISTIC  REGRESSION  ANALYSIS 

To  take  account  of  possible  correlation  among  risk  factors,  logistic  recession 
was  estimated  using  a  binary  indicator  of  lifetime  physical  or  sexual  abuse  as 
the  dependent  variable.  The  results  of  this  regression  are  presented  m  Table  4. 
Because  of  the  small  number  of  women  who  were  abused  withm  the  past  year, 
it  was  not  possible  to  conduct  a  similar  regression  analysis  of  annual  preva- 

contrast  to  the  simple  descriptive  results  presented  m  Table  3,  mcome 
and  employment  effects  are  nonexistent  when  other  confoundmg  vanables  are 
controUed.  However,  as  was  seen  previously,  age,  race,  mantal  status,  ^ 
education  are  significantly  associated  with  lifetime  abuse.  Moreover,  *e 
patterns  seen  in  Table  3  persist.  Risk  of  lifetime  abuse  is  elevated  by  rougWy 
70%  in  both  the  20-29-year  age  group  and  the  40-49-year  age 
to  30 -39-year-olds.  The  elevated  prevalence  among  50 -59-year-olds  relative  to 
this  latter  group  is  not  seen  in  this  regression.  African  Amencan  women 
experience  an  devated  risk  of  about  30%.  However,  this  is  not  strongly 
statistically  significant  (P  =  .09),  suggesting  that  when  other  are 

included,  the  strong  differences  observed  in  Table  3  are  dunmished  "^e  strong 
elevated  effects  for  separated,  divorced,  and  widowed  women  (odds  ra 
2.54,  3.99,  respectively)  are  still  observed,  as  is  the  strong  dilution  of  effe 
for  women  with  college  or  graduate  degrees  (odds  ratio  0.54). 

DISCUSSION 

This  sample's  lifetime  prevalence  estimate  of  37%  is  ve^  sii^ar  to  &ose 
prevalence  estimates  found  in  primary  care  clinical  samples  cited  m  Table  1 
Ld  somewhat  higher  than  most  of  those  derived  from  the 
surveys  reported  in  Table  2.  However,  unlike  many  of  these  other  samples,  ^ 
sample  is  highly  educated  and  for  the  most  part  fmancially  well  off.  It  is 
composed  of  women  whom  many  would  assume  are  riot  lively  to  have 
experienced  intimate  partner  abuse.  The  finding  that  these  low-nsk  women 
Ta^e  IStime  prevalence  rates  similar  to  those  of  women  who  are  not  as  well 


This  sample  is  very 
similar  to  those 
prevalence  estimates 
found  in  [other]  surveys, 
[but]  this  sample  is 
highly  educated  and  for 
the  most  part  financially 
well  off.  _ _ 
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Table  4.  RISK  FACTORS  FOR  LIFETIME  PREVALENCE  OF  SEXUAL  AND 
PHYSICAL  ABUSE  BY  INTIMATE  PARTNERS  IN  A  SAMPLE  OF 
FEMALE  HMO  ENROLLEES 


Ever  abused 

Characteristic  Odds  ratio  Confideuce  interval 


Age  • 

21-29 

4(M9 

50- 56 
Race 

African  American 
Marital  status 

Separated  or  divorced 
Never  married 
Widowed 
Education* 

HS  grad 

College  grad/post  grad 
Employment 
Part-time 
Not  in  labor  force 
Household  income 
<$30,000 
$30,000-50,000 
>$80,000 

%  Contribute  to  household  income 
<25% 

26-50% 

51- 75% 

No.  of  children  in  household* 

1 

2 

>3 


1.66§ 

0.91 

3.04 

1.69" 

1.21 

2.36 

1.29 

0.82 

2.02 

1.32§ 

0.96 

1.81 

2.54* 

1.58 

4.13 

1.01 

0.63 

1.62 

3.99* 

2.01 

7.90 

1.22 

0.86 

1.74 

0.54* 

0.39 

0.75 

0.89 

0.55 

1.44 

1.01 

0.58 

1.76 

1.06 

0.68 

■1.67 

1.21 

0.83 

1.78 

1.06 

0.72 

1.56 

0.68 

0.35 

1.31 

0.86 

0.53 

1.39 

0.83 

0.53 

1.30 

1.05 

0.74 

1.50 

0.89 

0.60 

1.31 

1.05 

0.65 

1.72 

‘Omitted  category  is  the  numerically  largest  category,  women  with  some  college  education. 

tOmitted  category  is  the  numerically  largest  category,  women  who  contribute  80-100%  of  household  income. 

JOmitted  category  is  the  numerically  largest  category,  women  with  no  children. 

%P  =  .1. 

HP  -  .01. 

#P  *=  .001. 


off  socioeconomically  reinforces  the  fact  that  such  violence  is  not  limited  to 
disadvantaged  women.  Moreover,  it  suggests  that  a  large  portion  of  the  female 
population  is  at  risk  during  some  part  of  their  lifetime  for  the  negative 
psychological  and  physical  sequelae  of  partner  abuse. 

The  sample's  annual  prevalence  estimate  (4.0%)  is  lower  than  all  the 
annual  estimates  reported  in  Tables  1  and  2.  This  low  annual  prevalence  rate 
may  reflect  the  high  level  of  education  and  income  observed  in  this  sample. 
Because  the  income  and  education  levels  reported  are  current,  whereas  the 
abuse  could  have  occurred  at  any  time  in  the  past,  it  would  be  expected  that 
these  factors  would  have  their  strongest  influence  on  abuse  that  occurred  most 
.recently.  Thus,  the  protective  or  empowering  influence  of  education  and 
income  in  enabling  women  to  leave  and/or  take  other  actions  to  deter  the 
violence  would  be  manifested  more  strongly  in  the  annual  prevalence  esti¬ 
mates  for  this  group. 

The  logistic  regression  analysis  presented  in  Table  4  suggests  that  among 
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U  .  =,<;<;odated  with  decreased  risk  of  ever  having  been  abused, 

‘^^aTon t  the  most  important.  There  are  several  possible  explanations  for 
education  is  ^  ^  Ijy  educated  women  have  more  fmanaal 

this  '“‘““’S- thus  enaLg  them  to  leave  at  the  first  sign  that  a 

resources  ava  laWe  to  them  thu^  also  possible  that  the  potentially  violent 

partner  to  ,  out  toward  ^partner  who  has  more  freedom  to 

partner  is  less  likely  to  ac  .  .  j  nmxies  some  other  unmea- 

leave.'"-'®  Another  partners.  More  highly  educated 

sured  characteristic  of  one  or  o  ^  ■  riegotiating  and  resolving 

or'more  highly  educated 

conflict  than  their  less  w  notentiallv  negative  consequences 

individuals  may  be  more  sensihve  paS'“' 

and  community  sanctions  against  ^attere  ,  p  speculations  can- 

influence  occupational  opporti^  ^  cf  the  data  do  not  include  information  on 

'”»-^£ESS€£r;r=-.=.;: 

agS/ race,  an  ce  nf  the  imcertaintv  regarding  the  direction  of  causahty 

interpret.  This  IS  because  of  the  uncertainty  reg  g  possible  to 

represent that  examtoed  the  impact  of  separation 
totofte  pttoer  homicide^-  suggest  that  at  least  par.  of  tois  elevauon  m 
risk  U  related  to  increased  violence  have  been  abused 

bars,  use  ®  There  is  some  evidence  that  these  behaviors 

:retfoS.ed';:^fpersrali.y  traito  or  psychological  profnes  tog  are  also 
associated  wito  a  higher  hheUhood  of  totoato  part^r  v^en  ^ 

income  would  be  These  authors  hypothesized  that  men  who 

advanced  by  Allen  and  Stiau  .  ,-,fpoT.rv  than  their  wives  in  a  society 

were  of  a  lower  education,  )ob,  or  mcome  violence 

that  expected  males  to  have  highe^atus  wouW^ 

in  conflicts  with  their  partners.  s  p  settings  More  recent  work 

using  longitudinal  data  foim  J  is  some  evidence  that  when 

sst:rrtoiorto%  ngh  ^.ahve 

studies  should  aim  to  «"P,^Kr^hys^  abuse  among 

The  finding  that  a  .iSLshed  income  and 

Sir  Sl™Lr:"fere  to  sb.  a  30%  elevadon  to  risk, 
the  effect  is  only  significant  at  the  P  -0  eve 


CONCLUSIONS 


This  study  has  examined  the  lifetime  and  annual  prevalence  of 
partner  violence  in  a  sample  of  female  HMO  enrollees.  The  results  for  lifetime 
prevalence  (37%)  are  consistent  with  those  of  previous  studies  despite  si^- 
icant  differences  between  samples  in  socioeconomic  status.  At  the  same  tame, 
the  annual  prevalence  rate  in  this  sample  was  4.0%,  which  is  lower  th^ 
estimates  from  previous  studies.  Tlie  Ufetime  prevalence  results  provide 
further  evidence  that  intimate  partner  violence  is  prevalent  among  women  of 
aU  ages  and  income  categories  and  represents  a  significant  risk  to  U.S.  women 
in  general.  The  annual  prevalence  results  suggest  that  younger  women  are 

most  likely  to  be  currently  at  risk.  vi  i  ^  i. 

In  this  sample,  more  highly  educated  women  were  least  likely  to  report 
ever  having  been  abused.  This  effect  persists  even  when  other  risk  factors 
including  income  are  controUed  for.  It  suggests  that  education  is  protective 
against  intimate  partner  violence  over  and  above  whatever  empowerment 
might  be  derived  from  the  higher  income  associated  with  higher  education.  A 
better  understanding  of  this  finding  could  provide  valuable  guidance  m’ 
formulating  future  programs  that  aim  to  prevent  intimate  partner  violence. 
Future  research  should  be  directed  to  elucidate  the  role  of  higher  education  m 
reducing  the  risk  of  ever  having  experienced  intimate  partner  abuse. 


[Results]  suggest  that 
education  is  "protective" 
against  intimate  partner 
violence. 
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